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Preface 


UNITED  STATES  SPECIAL  OPERATIONS  COMMAND 

Office  of  the  Command  Surgeon 

7701  TAMPA  POINT  BOULEVARD 
MACDILL  AIR  FORCE  BASE  FLORIDA  33621-5323 


We  have  recently  reviewed  these  protocols  for  content  and  purpose  with  our  Advisory  Council  and 
have  determined  that  they  are  the  right  product  for  our  force.  Given  the  historical  debate  about  what  level 
our  Medics  will  function,  these  orders  give  us  the  right  blend  of  top  cover  to  answer  the  ambiguous  area 
between  trauma  and  definitive  care.  As  they  developed,  the  most  significant  tenet  of  these  protocols  was 
the  need  to  extend  and  cover  the  deployment  capability  of  the  Medic.  Recognizing  that  this  need  had 
inherent  liabilities  both  with  standards  of  care  and  practical  training  gaps,  the  Version  3  protocols  are 
delivered  to  you  to  help  you  achieve  your  mission.  While  directive  in  nature,  they  recognize  that  the 
deployed  expectations  for  the  SOCM  are  significant  and  grow  with  the  Lines  knowledge  of  your  unusual 
skill  sets.  Terminally,  it’s  a  certainty  that  at  points  in  your  deployment  you  will  be  presented  with  urgent 
medical  situations  that  are  beyond  your  training  base.  Application  of  these  protocols  will  enable  you  to 
make  the  best  decision  without  having  to  second  guess  any  patient  management.  At  the  end  of  the  day 
these  47  scenarios  are  on  paper  because  they  have  all  happened  in  a  forward  setting  without  the  ability  to 
immediately  punt.  Follow  them  to  the  best  of  your  ability.  They  will  kick  start  the  care  plan  and  if  you 
read  them  all  to  ground  you  will  see  that  the  end  state  for  all  deteriorating  patients  is  evacuation.  As  time, 
the  AO,  and  the  GWOT  evolve  and  change  these  need  to  be  treated  as  a  living  documents.  Review,  with 
feedback,  is  necessary  and  critical  to  keeping  these  pertinent.  At  the  time  of  printing  we  have  over  800 
Combat  Medics  in  service.  These  should  be  known  to  every  one  of  them.  We  will  ensure  that  your 
leadership  does  its  part.  We  need  you  to  ensure  that  we  are  being  given  the  ground  truth  without  varnish 
regarding  their  application. 


Colonel  Rocky  Farr  (USA) 
Command  Surgeon 
Wamer.farr@socom.mil 
813/  826-5442 


Master  Chief  Glenn  Mercer  (USN) 
SOCOM  Surgeons  Office 
Enlisted  Advisor 
glenn.mercer@socom.mil 
813/  826-5049 
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Introduction 


CPT  Steve  Briggs,  SP,  APA,  MPAS-C 

In  Volume  10,  Issue  8  (2006)  edition  of  the 
Military  Medical/NBC  Technology,  the  USSOCOM 
Surgeon,  Colonel  Rocky  Farr,  was  the  cover  feature. 
The  article  was  a  question  and  answer  session  that 
focused  on  “Ensuring  Medical  Care  to  the  SOF 
Standard.”  Some  questions  posed  to  him  included 
challenges  facing  SOF  medicine,  the  disparity  within 
the  various  USSOCOM  components  and  Research 
and  Development,  Title  X,  and  other  responsibilities 
germane  to  SOF  medicine.  COL  Farr  addressed  many 
different  issues  to  include  the  Command  Medic 
Certification  Program,  Tactical  Combat  Casualty 
Care  initiative  and  medical  equipage  of  SOF.  For 
more  information  on  this  article  you  can  go  to 
http://www.militarv-medical-technology.com/. 

Over  the  last  twenty  plus  years,  there  have 
been  issues  and  incidents  that  have  shaped  the  face  of 
SOF  medicine.  In  this  edition,  the  main  effort  is  to 
get  out  the  changes  in  the  Tactical  Medical 
Emergency  Protocols  (TMEP)  and  publish  the 
accompanying  TMEP  drug  list.  In  addition,  I  want  to 
share  with  you  some  of  the  things  that  have  affected 
the  decisions  and  formation  of  the  Command  Medic 
Certification  Program. 

When  I  started  the  “Q-Course”  25  years  ago, 
the  course  was  divided  into  three  phases  much  as  it  is 
today.  The  prerequisite  for  attending  the  course  to 
become  a  medic  was  that  you  needed  to  have  attend¬ 
ed  the  9 IB  (Combat  Medic)  course.  The  medical 
training  conducted  during  Phase  Two  was  further 
divided  into  three  phases.  The  first  phase  of  the  med¬ 
ical  training  (300F1)  was  conducted  at  Fort  Sam 
Houston,  TX.  Upon  successful  completion  of  the 
course,  you  went  on  rotation  to  one  of  the  Army’s 
many  different  hospitals  and  then  finally  to  the  “Med- 
lab”  at  Fort  Bragg,  NC.  Upon  completing  Phase  Two 
of  your  medical  training,  you  finished  up  your  team 
training  (Phase  Three)  and  graduated  as  a  9 IBS: 
MOS  or  Military  Occupational  Skill  9 IB  (medic) 
with  an  additional  identifier  S  (Special  Forces). 
During  my  time  as  an  instructor  at  the  course  in  the 
early  and  then  mid  1980s,  training  at  “Med-lab”  was 
temporarily  shut  down  because  of  someone’s  concern 
about  certain  medical  procedures  that  our  medics 
were  receiving  training  on.  Questions  arose  about 
protocols  and  the  lack  of  certification  with  known 
accrediting  organizations.  Most  training  was  based 


primarily  on  mission  requirements  as  seen  by  the  eye 
and  the  experience  of  the  instructors.  At  times,  the 
standards  were  vague.  In  order  to  standardize  train¬ 
ing,  many  instructors  adopted  the  most  current  civil¬ 
ian  standards  (or  their  most  current  read).  Change  can 
be  good;  the  days  of  failing  out  because  of  instructor 
bias  is  gone.  Our  SOF  schoolhouses  abide  by  the 
training  command’s  regulations;  Air  Education  and 
Training  Command  (AETC)  for  the  Air  Force  pro¬ 
gram  and  the  U.S.  Army  Training  and  Doctrine 
Command  (TRADOC)  regulate  the  Joint  Special 
Operations  Medical  Training  Center  (JSOMTC).  The 
overall  excellence  and  quality  control  measures  for 
training  our  SOF  medical  forces  are  constantly  evolv¬ 
ing.  Many  of  the  protocols  and  requirements  imposed 
in  the  training  cycle  serve  to  set  standards,  enhance 
the  value  of  training,  diminish  training  accidents, 
or/and  mitigate  unwanted  publicity. 

Even  so,  in  the  past  three  years  I  have  found 
myself  having  to  respond  to  a  few  congressional 
inquiries  or  Commander’s  requests  for  information  in 
reference  to  medical  training  issues/incidents,  allega¬ 
tions,  and  misperceptions  concerning  some  sort  of 
SOF  medical  training.  Most  of  these  inquiries  have 
centered  on  sustainment  or  decentralized  training  at 
unit  levels  versus  that  of  our  schoolhouses.  Even 
though  innocent  and  with  the  best  of  intentions,  some 
actions  may  have  much  further  implications  that  can 
affect  our  training  centers.  Therefore,  some  snippets 
of  training  information  have  been  included  for  those 
desiring  to  conduct  medical  training  at  their  unit  lev¬ 
els. 

SOF  medical  training  has  been,  and  always 
will  be,  centered  on  preparing  our  medics  to  conduct 
the  essential  task  required  to  successfully  complete 
the  Commander’s  mission  profiles.  Where  applica¬ 
ble,  civilian  standards  of  care  will  be  infused  into  the 
training  and  where  civilian  standards  are  impractical, 
we  will  establish  our  own  standard  of  care. 

Over  time,  the  similarity/disparity  of  both 
civilian  and  military  standards  have  waxed  and  waned 
and  evolved.  A  timeline  of  the  National  Registry  of 
Emergence  Medical  Technicians  (NREMT)  evolution 
with  associated  comments  as  to  where  the  military 
and  SOF  medicine  stood  during  the  same  time  period 
has  been  included  in  this  Training  Supplement. 

The  realm  of  science  and  medicine  has  dras- 
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tically  changed  since  I  started  out  as  a  medic.  In  1983, 
I  remember  a  young  kid  who  came  into  the  clinic  with 
a  chief  complaint  of  eating  peaches  for  breakfast  and 
defecating  peaches  a  half  hour  later.  Upon  further 
questioning,  I  found  out  that  about  the  only  digestive 
process  was  that  of  mastication.  Upon  first  look  at 
him  you  could  see  that  he  had  wrinkled  skin  turgor, 
wasting  of  muscle  mass,  and  a  weight  loss  of  about  50 
pounds  in  a  three  month  period.  In  short,  we  worked 
him  up  for  cancer  and  sent  him  off  to  Walter  Reed 
Army  Medical  Center.  About  five  to  six  months  later 
my  PA  looked  at  me  and  asked  if  I  had  taken  good  pre¬ 
cautionary  measures;  the  Soldier  I  had  seen  had  just 
succumbed  to  a  disease  known  as  HIV. 

Whether  because  of  increasing  legal  cases,  the 
medical  community  closing  ranks  to  police  their  own, 
or  because  of  changes  in  technology,  the  medical  com¬ 
munities,  both  civilian  and  military,  have  become 
more  stringent  about  abiding  by  governing  policies 
and  ensuring  that  medical  providers  of  all  levels  prac¬ 
tice  to  some  level  of  agreed  upon  standard.  Standards 
are  not  only  found  in  the  medical  arena,  they  can  be 
found  in  almost  every  facet  of  industry  and  Service 
sector.  “Certified”  or  “licensed”  assures  the  consumer 
that  services  rendered  will  meet  a  certain  standard. 
Who  sets  these  standards  and  what  does  it  really  mean 
to  be  certified  or  licensed?  By  definition,  “certified” 
means  to  guarantee,  or  attest  as  being  true,  or  as  rep¬ 
resented,  or  as  meeting  a  standard.  A  certificate  or  cer¬ 
tification  is  typically  awarded  to  an  individual  for 
showing  his/her  competency  or  proficiency  as  meas¬ 
ured  by  the  granting  certification  body.  A  license  is 
permission  to  act,  or  a  permission  granted  by  compe¬ 
tent  authority  to  engage  in  a  business  or  occupation  or 
in  an  activity  otherwise  unlawful,  and  is  usually  regu¬ 
lated  by  state  and  federal  authorities/statutes.  There 
are  agencies  that  give  accreditation  and  those  that 
grant  certification.  Agencies  that  grant  accreditation 
usually  do  so  to  training  institutions  or  programs  of 
higher  education.  These  accrediting  organizations  are 
recognized  by  either  the  Council  for  Higher  Education 
Accreditation  (CHEA)  or  by  the  United  States 
Department  of  Education  (USDE).  Accreditation  of 
an  organization  confirms  the  institution’s  compliance 
or  quality  to  the  accrediting  body’s  prescribed  acade¬ 
mia.  The  level  of  competent  authorities  granting 
accreditation  and  certification  varies  among  profes¬ 
sions  and  often  in  itself  is  not  regulated.  For  the  most 
part  these  agencies  are  a  group  of  “experts  in  their 
field.”  Some  are  self-appointed  experts  while  others 
are  well  known  pioneers  in  their  fields.  I  found  one 


certifying  body  consisted  of  only  four  individuals  and 
others  with  over  50  members.  Some  certifying  bod¬ 
ies  are  further  endorsed  by  other  professional  bodies 
or  organization.  It  is  this  endorsement  that  lends 
credibility  to  the  certifying  organization. 

Included  in  this  edition  is  an  article  from  the 
CHEA  on  the  Fundamentals  of  Accreditation,  and 
extracts  from  the  websites  of  the  Commission  on 
Accreditation  of  Allied  Health  Education  Programs 
(CAAHEP),  the  Committee  on  Accreditation  of 
Educational  Programs  for  the  EMS  Profession 
(CoAEMSP),  and  the  Association  for  Assessment  and 
Accreditation  of  Laboratory  Animal  Care 
(AAALAC).  JSOMTC’s  compliance  with  these  three 
accrediting  organizations’  standards  provides  valu¬ 
able  training  opportunities  to  our  medics. 

SOF  has  always  recognized  the  value  in 
cross-training  and  building  redundancy  in  the  capa¬ 
bility  for  chances  of  mission  success.  Nowhere  else 
is  this  more  important  than  in  providing  medical  care 
and  medical  cross-training.  The  Combat  Life  Saver 
(CLS)  and  the  Tactical  Combat  Casualty  Care 
(TCCC)  programs  are  the  two  main  programs  for  pro¬ 
viding  out-the-door  medical  training  to  both  medics 
and  non-medics.  In  addition,  some  units  receive  trau¬ 
ma  refresher  training  by  third  party  civilian  organiza¬ 
tions.  Combat  trauma  training  (CTT)  has  been 
offered  by  many  different  civilian  organizations. 
Some  of  these  civilian  courses  provide  additional 
live-tissue  training  (LTT)  that  adds  a  valuable  addi¬ 
tion  to  training.  However,  in  the  past  there  has  not 
been  any  effort  on  behalf  of  USSOCOM  to  standard¬ 
ize  and  regulate  what  training  is,  and  is  not,  provided. 
The  Commander’s  greatest  concerns  are  that  no  SOF 
warrior  is  used  in  experiments,  put  in  unnecessary 
harm,  and  that  the  training  they  receive  is  relevant 
and  in  compliance  with  USSOCOM  policies  and 
training  guidance.  In  order  to  ensure  conformity,  the 
USSOCOM  Surgeon’s  office  has  produced  guide¬ 
lines  for  CTT/LTT.  LTT  has  always  been  a  delicate 
issue  with  medical  training.  Before  any  SOF  unit 
conducts  LTT,  they  must  have  approved  Institutional 
Animal  Care  and  Use  Committees  (IACUC)  proto¬ 
cols.  The  approving  authority  for  IACUC  protocols 
is  the  USASOC  Surgeon’s  office. 

Accreditation  and  certification  is  primarily  in 
response  to  an  increase  in  litigation  in  the  civilian 
sector.  The  civilian  sector  is  regulated  by  state  and 
federal  statutes.  Prehospital  care  is  governed  under 
the  Department  of  Transportation  (DOT)  guidelines 
and  NREMT  certification  standards.  The  Department 
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of  Defense  (DOD)  does  not  fall  under  the  same  con¬ 
straints  as  DOT.  Title  10  of  the  U.S.  Code  authoriz¬ 
es  Commanders  to  identify  their  mission  essential 
tasks  and  train  their  service  members  to  accomplish 
the  mission.  There  is  no  excuse  for  DOD  healthcare 
to  differ  from  that  of  civilian  care  in  the  continental 
United  States.  Therefore,  many  regulations  found  in 
civilian  healthcare  facilities  are  applicable  in  military 
facilities.  Training  of  SOF  combat  medics  who  find 
themselves  in  austere  environments  in  third  world 
countries  will  require  differing  standards,  and 
enhanced  scopes  of  practice  and  technology  to  ensure 
that  we  sustain  the  force  and  maintain  the  philosophy 
that  humans  are  more  important  than  hardware.  The 
USSOCOM  Medic  Certification  Program  is  the  pres¬ 
ent  standard  of  the  Command.  Included  in  this  sup¬ 


plement  is  the  newest  version  of  the  USSOCOM 
Tactical  Emergency  Protocols  (TMEPs)  and  associat¬ 
ed  TMEP  drug  list.  It  is  vital  that  the  preface  is  read 
and  understood,  that  these  protocols  are  for  the  SOF 
Advanced  Tactical  Practitioner  (ATP)  when  operat¬ 
ing  in  an  austere  environment  where  no  other 
advanced  medical  care  or  advice  is  available.  The 
TMEPs  have  been  developed  to  limit  the  amount  of 
medications  a  medic  will  have  to  carry.  Not  all  the 
treatment  protocols  are  the  primary  choices  recom¬ 
mended  in  a  garrison  or  where  there  is  advanced 
medical  care.  Please  consult  your  primary  care 
provider/supervisor  before  deploying  or  administer¬ 
ing  a  protocol  in  an  environment  that  is  not  consid¬ 
ered  austere  or  where  higher  medical  authority  exists. 
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CoAMS'P 


Committeeon  Accreditation 

ni  Edueitioml  Pi<  ijfjjns  (or  the  EMS  f  r  ifewinns 


February  24,  2005 


UHI  Harwood  Road 
Baton!,  TX7M2M241 


www  nMerosp  oik 


Kevin  Keenan,  MD,  Dean 

Uniformed  Services-Paramec-c  Program 

USAJFKSWCS 

AOJK-M 

Fort  Bragg,  North  Carolina 
28310-5200 


Re:  Program  Number  6001 17 

Dear  Dr.  Keenan. 

The  Committee  on  Accreditation  of  Educational  Programs  for  the  EMS  Professions  (CoAEMSP) 
Board  me!  on  February  4-6,  2005  and  reviewed  your  request  for  Continuing  Accreditation  for  the 
Paramedic  Program  sponsored  by  the  Uniformed  Services  University  of  Health.  After  careful 
consideration,  the  Committee  has  forwarded  its  recommendation  of  Continuing  Accreditation  to 
the  Commission  on  Accreditation  of  Allied  Health  Education  Programs  (CAAHEP)  for 
accreditation  action  at  ils  next  meeting.  The  next  re -affirmation  of  the  program's  Continuing 
Accreditation  with  the  CoAEMSP/CAAHEP  is  scheduled  for  May  13, 2010 
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Department  of  Emergency  Medical  Services  Requirements  and  Curriculum  & 

Examination  Boards 

Rick  Hammesfahr,  MD,  Chairman  -  CEB  and  Master  Sergeant  Samuel  R.  Rodriguez,  18D,  Chairman  -  RB 


In  April  of  2003,  the  United  States  Special 
Operations  Command  (USSOCOM)  Surgeon’s  office 
established  the  USSOCOM  Department  of  Emergency 
Medical  Services  (EMS)  and  Public  Health  as  part  of 
USSOCOM’s  United  States  Code,  Title  10  responsibil¬ 
ities.  This  new  department  was  established  to  promote 
a  comprehensive  and  effective  enlisted  military  health¬ 
care  certification  program.  Several  attempts  to  adapt 
and  adhere  to  strict  civilian  paramedic  certifications 
failed  to  adequately  prepare  our  Special  Operation 
Medics  or  delineate  the  advanced  combat  medical 
scope  of  practice  required  for  the  Special  Operations 
community.  The  Special  Operations  Forces  Paramedic 
(SOF-P),  or  currently  titled  Advanced  Tactical 
Practitioner  (ATP),  certification  directly  addresses  the 
minimum  medical  scope  of  practice  and  protocol  stan¬ 
dards  for  the  Special  Operations  core  task: 

•  Synchronize  GWOT 

•  Counterterrorism  (CT) 

•  Counter  proliferation  of  WMD  (CP) 

•  Unconventional  warfare  (UW) 

•  Direct  action  (DA) 

•  Special  reconnaissance  (SR) 

•  Foreign  internal  defense  (FID) 

•  Psychological  Operations  (PSYOP) 

•  Civil  affairs  Operations  (CAO) 

•  Information  operations  (10) 

In  the  1990s,  during  a  time  of  relative  peace 
and  when  the  OPTEMPO  was  not  as  it  is  today,  a  civil¬ 
ian  standard  paramedic  was  a  costly  certification 
requirement  that  this  Command  found  an  acceptable 
cost  for  our  medics.  The  cost  was  the  amount  of  time 
and  effort  we  used  to  train  our  medics  to  civilian  stan¬ 
dards,  rich  in  pediatric  and  geriatric  injuries  common 
in  the  civilian  pre-hospital  setting.  However,  since  the 
Gulf  War,  our  leadership  has  questioned  the  feasibility 
and  practicality  of  adhering  to  this  civilian  standard. 
Because  of  the  different  mission  requirements 
(between  the  civilian  and  military),  it  was  only  natural 
that  different  certification  requirements  be  developed 
to  maintain  the  necessary  certification  for  the  enlisted 
military  healthcare  providers.  The  National  Registry 
Emergency  Medical  Technician  (NREMT)  certifica¬ 


tion  failed  to  recognize  that  SOF  medics  were  consis¬ 
tently  providing  medical  care  in  situations  that  fell  out¬ 
side  and  above  the  standard  EMT  training  and  certifi¬ 
cation  parameters,  were  performing  increasingly 
sophisticated  invasive  medical  procedures,  and  were 
assuming  greater  responsibility  for  prolonged  patient 
care  in  the  global  war  on  terrorism  (GWOT). 

As  a  result,  the  medical  procedures  being  per¬ 
formed  by  the  Special  Operations  Forces  medic  were 
not  recognized  as  being  within  the  skill  set  of  the 
Emergency  Medical  Technician  -  Paramedic  (EMT  - 
P),  and  therefore  were  not  technically  certified  or 
authorized  by  the  NREMT  -  P  certification.  Minor  sur¬ 
gery,  prolonged  nursing  care,  suturing  techniques,  and 
independent  medical  decision-making  were  out  of  the 
question  in  the  civilian  world  under  the  NREMT-P  cer¬ 
tification,  but  were  routinely  being  performed  in  areas 
of  the  world  by  SOF  medics. 

Despite  the  perceived  military  need  for  a  new 
certification,  the  NREMT  saw  no  civilian  need  to  make 
changes  or  create  a  certification  that  addressed  the  dif¬ 
ferences  between  the  requirements  of  the  civilian  sec¬ 
tor  and  the  requirements  needed  by  SOF  medics. 
Looking  elsewhere  for  a  certification  process,  there 
was  not  a  single  nationally  or  internationally  recog¬ 
nized  pre-hospital  curriculum  or  certification  that 
encompassed  the  knowledge  base  or  psycho-motor 
skills  needed  to  successfully  satisfy  USSOCOM  enlist¬ 
ed  operational  medical  requirements. 

As  a  result,  it  became  necessary  to  develop  a  new 
level  of  medical  certification.  The  Special  Operations 
Combat  Medic  (SOCM)  Paramedic  model  must  satisfy 
the  SOF  mission  activities  and  patient  populace  within 
those  parameters,  rather  than  the  overall  United  States 
general  patient  populace.  This  new  level  of  certifica¬ 
tion  had  to  ensure  it  fulfilled  certain  critical  require¬ 
ments: 

•  Ensure  interoperability  among  all  components  SOF 
medics. 

•  Certify  the  high  degree  of  medical  techniques  and 
advanced  medical  skills  needed  to  care  for  a  criti¬ 
cally  injured  patient  for  72  hours. 

•  Develop  the  legal  basis  and  framework  under  which 
the  new  certification  process  could  be  implemented 
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and  fully  comply  with  outside  scrutiny,  inspection, 
and/or  accreditation  by  educational  agencies. 

•  Synchronize  the  curriculum  and  examination 
process  to  allow  for  the  certification. 

In  accomplishing  the  goal  of  developing  the 
Advanced  Tactical  Practitioner  (ATP)  certification,  a 
step-wise  process  was  necessary  that  lead  to  the  estab¬ 
lishment  of  a  state-like  agency  (USSOCOM)  that 
would  assume  responsibility  for  the  Advanced  Tactical 
Practitioner  process. 

A  state-like  agency  is  defined  as  “the  federal  or 
state  government  and  any  of  its  departments,  agencies, 
or  components  (such  as  a  city,  county,  or  board)”  (Hill 
&  Hill’s  The  People’s  Law  Dictionary  2000). 
Furthermore,  in  discussions  with  the  National  Highway 
Traffic  and  Safety  Administration  in  late  2000,  the 
Senior  EMS  administrator  (Mr.  Jeff  Michael),  along 
with  various  legal  department  representatives  of  the 
National  Highway  Traffic  and  Safety  Administration 
(NHTSA)  stated: 

•  They  had  no  administrative  oversight  over  USSO¬ 
COM  or  any  of  the  big  military  services. 

•  They  subsequently  asserted  that  USSOCOM  had  the 
authority,  just  as  any  other  state  or  provincial  gov¬ 
ernment,  to  establish  their  own  medical  scope  of 
practice  and  credentialing  processes  for  their  med¬ 
ical  assets. 

o  U.S.  Special  Operations  Command 

Directive  40-2  (2004),  - " Joint  Special 
Operations  Medical  Training” 

o  USSOCOM  Chief  of  Staff  Interim  Message  (18 
Feb  03):  ‘‘Memorandum,  dated  27  03, 
Subject:  Interim  Guidance  for  SOF 
Emergency  Medical  Technician-Paramedic 
(SOFEMT-P).  ” 

Before  developing  the  ATP  certification,  which 
would  validate  the  higher  knowledge  base,  skill  set, 
and  level  of  medical  authority  of  the  SOF  medic,  it  was 
necessary  to: 

•  Develop  a  departmental  structure  comprised  of  per¬ 
sonnel  within  the  USSOCOM  Headquarters  / 
Component  Commands,  volunteer  healthcare 
providers,  and  educators  from  the  conventional  mil 
itary 

and  civilian  medical  communities. 

•  Replicate  “state  and  provincial”  Bureaus  of 
Emergency  Medical  Services  business  practices  and 
medical  credentialing  processes. 

•  Establish  a  Requirements  Board  (RB),  made  of 
operational  enlisted  medical  operators  and  physi¬ 


cians,  to  develop  an  educational  needs  assessment  of 
what  Joint  SOF  enlisted  medical  capabilities  should 
encompass  -  similar  to  a  mission  essential  task  list 
or  medical  scope  of  practice. 

•  Develop  a  joint  medical  curriculum  and  state-like 
certification  process  through  the  employment  of  a 
Curriculum  and  Examination  Board  (CEB),  com¬ 
prised  of  professional  healthcare  providers  and 
educators  from  various  backgrounds  and  communities. 

Once  the  legal  basis  for  the  concept  of  responsibility 
for  military  enlisted  healthcare  providers  in  the  EMS  set¬ 
ting  had  been  established  and  accepted,  it  then  became 
necessary  to  develop  the  implementation  plan.  Since  this 
process  had  already  been  worked  through  by  the  individ¬ 
ual  civilian  states,  the  Bureaus  of  Emergency  Services 
,and  the  National  Highway  Traffic  and  Safety 
Administration  (NHTSA),  the  development  process 
could  be  modified  and  then  used  by  the  military.  The  end 
result  was  to: 

•  Develop  a  comprehensive  plan  that  trained  SOF 
Medics  to  the  Joint  Mission  Essential  Task  List 
(JMETL)  while  simultaneously  maintaining  accredi¬ 
tation  of  the  JSOMTC  with  the  Committee  on 
Accreditation  of  Educational  Programs  for  the 
Emergency  Medical  Services  Profession 
(CoAEMSP). 

•  Define  the  role  of  the  Board  of  Regents  (BOR). 

•  Define  the  role  of  the  Joint  Medical  Enlisted 
Advisory  Council  (JMEAC),  as  the  professional 
quality  assurance  mechanism,  to  review  force  griev¬ 
ances,  conduct  administrative  hearings,  and  set  cer¬ 
tification  revocation  dispositions. 

•  Establish  a  Requirements  Board  (RB)  to  develop  an 
educational  needs  assessment  of  what  the  medical 
capabilities  should  encompass  for  the  force  to  be 
interoperable  while  practicing  sound  medicine. 

•  Establish  a  societal/professional  occupation  “core” 
curriculum  and  certification  process  through  the 
employment  of  a  Curriculum  and  Examination 
Board  (CEB). 

•  Establish  a  secure  certification  and  continuing 
education  database. 

•  Seek  accreditation  by  the  Accrediting  Council  for 
Continuing  Education  and  Training  (ACCET)  of  the 
USSOCOM  state  continuing  education  granting  pro¬ 
gram  recognized  by  the  U.S.  Department  of 
Education. 

•  Develop  an  unclassified  website  for  medical  contin¬ 
uing  education  and  medical  reference  to  enhance  the 
current  sustainment  program  and  reduce  cost  in 
resources. 
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The  USSOCOM  Department  of  the  EMS  consists  of 
two  certifying  boards:  the  Requirements  Board  (RB) 
and  the  Curriculum  &  Examination  Board  (CEB). 

•  The  USSOCOM  Requirements  Board  is  an  embod¬ 
iment  of  fifteen  volunteer  members  whose  role  is 
to  identify  the  minimal  medical  educational  require¬ 
ments  based  upon  specific  critical  tasks,  mission 
profiles,  and  operational  requirements. 

•  The  USSOCOM  Curriculum  &  Examination  Board 
is  a  committee  of  twenty-seven  members,  charged 
with  identifying  the  minimal  medical  educational 
requirements  based  upon  educational  requirements 
developed  by  the  Requirements  Board  (RB)  and 
develop  the  cognitive  externally  promulgated  exam¬ 
inations  necessary  for  the  certification  process. 

To  date,  the  Requirements  Board  has  developed 
the  ATP  Critical  Task  List  (CTL)  from  over  1445  criti¬ 
cal  medical  tasks.  The  USSOCOM  Board  of  Regents 
comprised  of  the  components  Chiefs  of  Staff  and  the 
USSOCOM  Commander  has  approved  this  list.  It  was 
then  given  to  the  Curriculum  and  Examination  Board 
which: 

•  Developed  the  test  bank  of  questions  that  would 
eventually  become  the  basis  for  the  Advanced 
Tactical  Practitioner  certification  exam. 

•  Developed  the  testing  process  for  this  exam. 

•  Developed  the  review  process  for  determining  ques¬ 
tion  validity. 

•  Developed  terminal  learning  objectives  and 
enabling  learning  objectives  that  would  satisfy 


testing  requirements  for  the  knowledge  required 
by  the  CTL.  (However,  development  of  the  cur¬ 
riculum  to  be  taught,  and  the  manner  in  which  it 
is  taught,  remains  the  reasonability  of  the  Joint 
Special  Operations  Medical  Training  Center  and 
Kirtland.) 

•  Developed  a  study  guide  for  the  Advanced  Tactical 
Practitioner  students  for  this  certification  test. 

•  Developed  the  administrative  oversight  process 
for  the  testing  process. 

•  Developed  the  Tactical  Emergency  Protocols  for  a 
set  of  medical  conditions  that  would  further  define 
independent  medical  care  by  the  Advanced 
Tactical  Practitioner. 

•  Provide  a  feedback  mechanism. 

The  above  goals  have  been  accomplished.  The 
Advanced  Tactical  Practitioner  exams  have  been  beta 
tested  several  times  at  JSOMTC  and  Kirtland.  The 
analysis  of  the  beta  tests  allowed  for  further  refinement 
in  the  question  development  process,  identification 
process  of  subject  matter  to  be  tested,  and  further 
refinement  in  the  test  administration  process. 

The  Advanced  Tactical  Practitioner  Certification 
process  is  currently  being  integrated  at  both  JSOMTC 
and  Kirtland.  Analysis  of  the  test  results  will  allow  for 
identification  of  subject  matter  areas  that  need  addi¬ 
tional  teaching  time.  The  question  development 
process  and  subject  matter  process  is  an  ongoing  one. 
As  medical  technology  changes,  treatment  approaches 
change,  and  as  knowledge  from  “Lessons  Learned” 
studies  become  available,  the  Advanced  Tactical 
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Practitioner  certification  process  will  be  adapted  to 
reflect  the  updated  knowledge  and  procedural  changes. 
The  certificate  is  valid  for  two  years,  and  is  then 
renewed  after  attending  the  Special  Operations  Combat 
Medic  Sustainment  Skills  Course  (SOCMSSC).  The 
Committee  on  Accrediting  Emergency  Medical 
Services  Programs  (CoAEMSP)  has  reviewed  the  cur¬ 
riculum  at  the  Joint  Special  Operations  Medical 
Training  Center  (JSOMTC),  and  has  re-certified  that 
the  JSOMTC  is  CoAEMSP  compliant. 

The  Tactical  Medical  Emergency  Protocols 
(TMEP)  have  been  reviewed  and  modified  by  the 
Requirements  Board.  This  update  is  due  for  publication 
in  the  near  future.  The  TMEPs  are  currently  being 
taught  in  the  SOCM  course  and  adopted  throughout  the 
component  services. 

In  summary,  the  current  process  has  allowed 
for  the  successful  development  of  a  certification 
process  to  ensure  that  medical  training  supports  mission 
requirements  while  simultaneously  ensuring  quality 
standard-of-care  that  will  meet  any  scrutiny  in  the  dif¬ 
fering  of  care  rendered  in  a  tactical  environment  as 
opposed  to  the  civilian  sector.  The  “state-like  agency,” 
(USSOCOM-SG)  with  overall  certification  and  licens¬ 
ing  responsibility,  has  allowed  for  the  establishment  of 
a  quasi-independent  board  process  for  the  purpose  of 
ATP  certification.  This  has  resulted  in  the  successful 
development  of  a  certification  process  that  recognizes 
the  advanced  clinical  skills  and  knowledge  required  by 
the  SOF  medic,  satisfying  the  joint  interoperable  med¬ 
ical  standard  mandate  of  suitable  certification  of  mili¬ 
tary  healthcare  providers,  that  allows  for  uniform  edu¬ 
cation  of  the  SOCMS  level  medic  across  the  service 
lines,  ensuring  force  interoperability. 

None  of  this  would  have  been  possible  without 
the  concerted  effort  of  a  large  number  of  people. 
General  Brown  and  the  USSOCOM-SG  (COL 
Flammer,  CAPT  Butler,  and  COL  Farr)  have  been 
deeply  involved  and  supportive  of  this  project  from  the 
beginning.  MSgt  McCumsey  was  responsible  for  the 
initial  development  of  the  concepts  and  the  program. 
The  members  of  the  RB  and  CEB,  who  have  volun¬ 
teered  countless  hours  in  designing  this  program  both 
past  and  present,  are: 


USSOCOM  Requirements  Board 

MAJ  Barber  (Original  Board  Chairman) 

MSG  Rodriguez  (Current  Board  Chairman) 

LTC  Lutz 

MAJ  Wheeler 

LT  Bestachio 

MSgt  Krenzke 

MSgt  Donovan 

SSG  Williamson 

MSG  Sechrest 

HMCM  Mercer 

MSG  Lamoreaux 

HM1  Fiske 

HM1  Fletcher 

SFC  Odom 

CPT  Bruno 

HMCS  Sine 

LT  Ricks 


USSOCOM  Curriculum  &  Examination 
Board 

Bill  Bograkos,  MD  (Original  Board  Chairman) 

Rick  Flammesfahr,  MD  (Current  Board  Chairman) 

Charles  Beadling,  MD 

Brian  Bledsoe,  MD 

Brian  Burlingame,  MD 

MSG  Mike  Chesney 

SFC  Guy  Clark 

SFC  Ricardo  Flores 

MSG  Barry  Fraser 

Gary  Gerraci,  DDS 

Bob  Hesse,  RN 

Matt  Hickey,  MD 

Troy  Johnson,  MD 

SMSgt  Brian  Kearney 

Gary  Latson,  MD 

Joe  Legan,  MD 

SOCS  (SEAL)  Rich  Moore 

Dan  Mosely,  MD 

Robert  Mott,  MD 

Eleanor  O’Rangers,  PhD 

Andy  Pennardt,  MD 

John  Powell,  MD 

Dan  Schissel,  MD 

John  Todaro,  RN 
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History  of  the  NREMT 


It  has  been  nearly  four  decades  since  President 
Lyndon  Johnson’s  Committee  on  Highway  Traffic 
Safety  recommended  the  creation  of  a  national  certifi¬ 
cation  agency  to  establish  uniform  standards  for  train¬ 
ing  and  examination  of  personnel  active  in  the  deliv¬ 
ery  of  emergency  ambulance  service.  The  result  of 
this  recommendation  was  the  inception  of  the  National 
Registry  of  Emergency  Medical  Technicians 
(NREMT)  in  1970. 

Since  that  time,  pre-hospital  emergency  med¬ 
ical  care  has  continually  evolved  and  improved.  The 
EMT  has  been  acknowledged  as  a  bonafide  member  of 
the  healthcare  team.  Excellent  training  programs  have 
been  developed  and  a  vital  focus  has  been  placed  on 
continuing  education.  National  standards  have  been 
established.  Ambulance  equipment  essentials  have 
been  set.  National  accreditation  of  paramedic  pro¬ 
grams  has  been  achieved,  and  professional  associa¬ 
tions  for  the  EMT  have  been  organized. 

Through  every  change,  the  NREMT  has 
remained  steadfast  in  upholding  its  mission  to  provide 
a  valid  uniform  process  to  assess  the  knowledge  and 
skills  required  for  competent  practice  required  by  pro¬ 
fessionals  throughout  their  careers  and  by  maintaining 
a  registry  of  certification  status. 

The  organization  has  done  what  was  necessary 
to  establish,  implement,  and  maintain  uniform  require¬ 
ments  for  the  certification  and  recertification  of  emer¬ 
gency  medical  technicians.  The  NREMT  has  also 
been  involved  in  numerous  national  projects  and  its 
staff  participates  on  major  national  committees,  play¬ 
ing  an  active  part  in  the  ever-continuing  process  of 
improving  standards  of  emergency  medical  services. 

1969 

President  Lyndon  Johnson’s  Committee  on 
Highway  Traffic  Safety  recommends  the  creation  of  a 
national  certification  agency  to  establish  uniform  stan¬ 
dards  for  training  and  examination  of  personnel  active 
in  the  delivery  of  emergency  ambulance  service.  This 
resulted  in  the  appointment  of  a  Task  Force  by  the 
American  Medical  Association’s  Commission  on  EMS 
to  study  the  feasibility  of  a  National  Registry  for 
EMTs.  The  Task  Force  was  headed  by  Oscar  P. 
Hampton,  Jr.,  MD,  a  physician  recognized  for  his  pio¬ 
neering  work  with  the  American  College  of  Surgeons’ 
Committee  on  Trauma. 


1970 

Representatives  of  organizations  actively 
involved  in  emergency  medical  service  attended  the 
first  meeting  of  the  Task  Force  on  January  21,  1970. 
Organizations  invited  to  participate  were: 

•  Ambulance  Association  of  America 

•  International  Association  of  Fire  Chiefs 

•  International  Rescue  and  First  Aid 

Association 

•  National  Ambulance  and  Medical  Services 

Association 

•  National  Forest  Service 

•  National  Funeral  Directors  Association 

•  National  Park  Service 

•  National  Safety  Council 

•  National  Ski  Patrol 

•  American  Heart  Association 

•  International  Association  of  Chiefs  of  Police 
The  Task  Force  met  only  three  times  to  draft 

bylaws,  determine  the  composition  of  the  Board,  dis¬ 
cuss  funding,  and  tackle  a  myriad  of  other  concerns 
inherent  in  the  birth  of  the  new  certifying  agency. 

On  June  4,  1970,  the  Task  Force  was  dissolved 
and  was  immediately  reconvened  as  the  first  meeting  of 
the  Board  of  Directors  of  the  National  Registry  of 
Emergency  Medical  Technicians.  Roddy  A.  Brandes  of 
the  Ambulance  Association  of  America  was  elected  the 
Board’s  first  Chairman. 

1971 

Rocco  V.  Morando  was  selected  as  NREMT’s 
founding  Executive  Director. 

The  first  basic  NREMT-Ambulance  exam  is 
administered  simultaneously  to  1,520  ambulance  per¬ 
sonnel  at  51  test  sites  throughout  the  U.S.  This  event 
marked  the  beginning  of  National  Board  Certification 
for  the  nation’s  Emergency  Medical  Technicians. 

1973 

The  first  recertification  of  a  Nationally 
Registered  EMT  is  processed. 

1974 

The  NREMT  calls  a  meeting  of  national  EMT- 
Paramedic  leaders  and  educators  to  develop  initial 
guidelines  for  the  national  EMT-Paramedic  curriculum. 

1975 
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Continuing  education  requirements  for  re-reg- 
istration  are  established  for  EMT-Ambulance  and 
EMT-Non  Ambulance  personnel. 

The  NREMT  is  instrumental  in  the  formation 
of  the  National  Association  of  Emergency  Medical 
Technicians. 

A  brief  prepared  by  the  NREMT  was  reviewed 
and  accepted  by  the  American  Medical  Association’s 
Committee  on  Health  Manpower,  resulting  in  the  addi¬ 
tion  of  EMT-Paramedic  to  the  list  of  approved  health 
occupations  and  the  subsequent  Council  of  Allied 
Health  Education  and  Accreditation  (C.A.H.E.A.)  pro¬ 
cedure. 

1976-1977 

The  NREMT  contracted  with  the  University 
of  Kansas  to  develop  and  pilot  test  written  and  practi¬ 
cal  examinations  for  the  EMT-Paramedic. 

National  curriculum  for  paramedic  training 
was  developed  in  conjunction  with  leading  EMS  agen¬ 
cies  and  the  University  of  Pittsburgh. 

A  multi-media,  audiovisual  teaching  package 
was  produced  by  the  NREMT  to  train  examiners  in  the 
administration  of  an  objective  practical  performance 
examination  for  the  EMT-Ambulance. 

1978 

The  First  NREMT-Paramedic  exam  was  given 
in  Minneapolis,  MN. 

The  Registry  became  a  member  of  the 
National  Commission  for  Health  Certifying  Agencies. 

1979 

Continuing  education  requirements  for  re-reg- 
istration  were  established  for  EMT-Paramedics. 

As  a  member  of  the  C.A.H.E.A.  Joint  Review 
Committee,  the  Registry  helped  to  develop  essentials 
and  guidelines  for  the  accreditation  of  educational 
training  sites  for  the  EMT-Paramedic. 

1980 

Guidelines  and  examination  for  the  EMT- 
Intermediate  were  developed. 

The  NREMT  broke  ground  on  a  new  head¬ 
quarters  at  66 1 0  Busch  Boulevard  in  Columbus,  Ohio, 
to  house  the  growing  organization. 

The  first  NREMT-Intermediate  exam  was 
given  in  Jackson,  Mississippi. 

1981 

The  NREMT’s  new  headquarters  was  dedicat¬ 
ed  on  June  23. 


1982 

For  the  first  time,  two  versions  of  the  EMT- 
Ambulance  exam  were  introduced,  reducing  the  possi¬ 
bility  of  exam  compromise. 

1983 

Free-standing  EMT-Intermediate  written  and 
practical  examinations  are  developed  and  implemented. 

1984 

The  NREMT  exams  are  now  used  by  24  states 
and  territories  as  the  sole  basis  for  certification  at  one  or 
more  levels.  An  additional  15  states  and  territories 
accept  NREMT  exams  in  lieu  of  their  state  examina¬ 
tions,  at  one  or  more  levels. 

The  NREMT  became  an  active  participant  in  a 
research  project  conducted  by  the  National  Council  of 
State  EMS  Training  Coordinators  to  collect  data  and 
determine  the  need  for  standards  and  guidelines  for  the 
EMT-Defibrillator  level  of  care. 

1986 

The  NREMT  incorporated  all  new  standards  of 
the  American  Heart  Association  into  the  examinations 
at  all  three  levels  of  certification. 

Preliminary >  talks  on  feasibility  of  consolidating 
all  enlisted  SOF  medical  training  at  Fort  Bragg,  North 
Carolina  took  place.  The  U.S.  Department  of  Defense 
develops  and  disseminates  Directive  No.  6000.10  on 
Emergency  Medical  Services  which  states,  “All  EMS 
healthcare  personnel  working  in  an  emergency  care 
area  shall  have  current  certification  in  Basic  Life 
Support.  Technicians  or  hospital  corpsman  working  in 
EMS  and/or  assigned  to  ambulance  duty  shall  have  a 
minimum  of  EMT-A  certification  from  the  National 
Registry  of  EMTs.” 

1987 

The  NREMT  adopted  the  examination  blue¬ 
print  changes  to  meet  the  newly  released  National 
Standard  EMT-Intermediate  and  EMT-Paramedic 
Curricula  as  developed  and  promulgated  by  the  U.S. 
Department  of  Transportation. 

The  NREMT  begins  to  include  appropriate 
questions  related  to  felony  convictions  on  all  applica¬ 
tions  for  initial  certification  and  recertification. 

New  examinations  were  written  and  used  at  the 
EMT-Intermediate  level  according  to  the  U.S. 
Department  of  Transportation’s  EMT-Intermediate  cur¬ 
riculum. 
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The  Joint  Special  Operations  School  Integration 
Committee  (JSOIC)  recommended  that  a  joint  educa¬ 
tional  institute  for  SOF  enlisted  forces  be  developed.  It 
was  believed  this  would  provide  an  integrated  ideology, 
reduce  training  operational  costs,  and  standardize  edu¬ 
cational  curriculum  and  medical  scopes  of  practice,  fur¬ 
ther  creating  an  enhanced  interoperability  and  capabili¬ 
ty  among  the  three  military’  services. 

1988 

NREMT  Executive  Director  Rocco  V.  Morando 
retired  but  continued  his  service  as  Executive  Consultant 
to  the  Board  of  Directors. 

The  NREMT  headquarter  building  was  renamed 
the  Rocco  V.  Morando  Building. 

The  NREMT  accepted  its  300,000th  EMT- 
Ambulance  application. 

1989 

William  E.  Brown,  Jr.,  RN,  MS,  CEN,  NREMT- 
P  assumes  the  position  of  Executive  Director. 

All  branches  of  the  U.S.  military  began  to  com¬ 
ply  with  the  Department  of  Defense  Directive  requiring 
National  Registration  for  EMTs  in  the  military. 

A  new  category,  EMT-Basic,  is  established, 
combining  EMT- Ambulance  and  EMT-N on- Ambulance. 

The  National  Association  of  State  Emergency 
Medical  Services  Directors  replaces  the  International 
Association  of  Chiefs  of  Police  on  the  Board  of 
Directors. 

1991 

The  NREMT  participated  in  the  revision  of  the 
U.S.  Department  of  Transportation’s  EMT-Basic  curricu¬ 
lum. 

In  1991,  the  Commander,  USSOCOM,  solicited 
for  monetary  resources  to  create  an  institution  for  all  the 
Special  Operations  healthcare  providers.  The  institution 
was  designated  as  the  United  States  Army  Institute  for 
Special  Operations  Medical  Training  (USAISOMT). 
Two  years  later  Congress  allocated  $17.5  million  dollars 
for  the  construction  of  the  institutions  learning  center 
and  co-located  student  billeting. 

1992 

The  NREMT  implemented  a  scientifically 
developed  policy  to  accommodate  candidates  with  learn¬ 
ing  disabilities  in  accordance  with  the  Americans  with 
Disabilities  Act. 

The  Board  of  Directors  approved  funding  for  a 
National  EMT  Training  Blueprint  project  and  study 
design  for  a  knowledge  and  skills  retention  study. 


1993 

The  NREMT  endorsed  the  EMS  Education 
and  Practice  Blueprint. 

The  NREMT  voted  to  support  the 
Commission  on  Accreditation  of  Allied  Health 
Education  Programs,  which  replaced  the  American 
Medical  Associations  Committee  on  Allied  Health 
Accreditation  as  the  sponsoring  body  for  accreditation. 

1995 

The  NREMT  conducts  a  practice  analysis 
study  to  determine  key  areas  required  for  practice.  All 
exams  are  updated  based  on  the  data  obtained  from 
this  study. 

1996 

The  NREMT  installed  a  new  computer  system 
which  improves  communications  with  state  offices 

The  NREMT  begins  registration  of  First 
Responders. 

The  NREMT  works  with  the  Center  for 
Emergency  Medicine  of  Western  Pennsylvania  on 
revision  of  the  EMT-Intermediate  and  EMT-Paramedic 
curricula. 

Final  construction  was  completed  in  May 
1 996  at  a  final  cost  of  $27  million.  The  facility  was 
renamed  the  Joint  Special  Operations  Medical 
Training  Center  (JSOMTC). 

1998 

The  NREMT  Board  approved  formation  of  the 
Longitudinal  EMT  Attribute  Demographic  Study 
(LEADS)  project  committee  to  learn  more  about  the 
important  issues  facing  EMS  personnel  and  to  help 
identify  the  critical  issues  affecting  the  profession. 

1999 

The  NREMT  Mission  Statement  was  adopted: 

To  certify  and  register  Emergency  Medical 
Services  Professionals  throughout  their  careers  by  a 
valid  and  uniform  process  to  assess  the  knowledge  and 
skills  for  competent  practice. 

The  NREMT  adopted  the  EMT- 
Intermediate/99  level  and  retained  Registry  certifica¬ 
tion  of  the  EMT-Intermediate/85  until  completion  of 
the  EMS  Education  Agenda  for  the  Future  process  had 
been  completed. 

The  LEADS  committee  completes  first  survey 
and  snapshot  on  EMS  education. 
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2000 

The  Board  of  Directors  adopted  a  Strategic 
Plan  to  help  guide  the  direction  of  the  organization. 

The  LEADS  committee  completed  second 
survey  and  snapshot  on  EMS  work  life. 

2001 

The  NREMT  exams  were  now  used  by  43 
states  and  territories  as  the  sole  basis  for  certification 
at  one  or  more  levels. 

The  LEADS  committee  completed  its  third 
survey  and  snapshot  on  EMS  compensation. 

2002 

The  NREMT  increases  fees  for  the  first  time 
since  1973. 

The  LEADS  committee  completed  its  fourth 
survey  and  snapshot  on  EMS  driving  safety  and 
health  risk. 

USSOCOM  formally  requested  NREMT  to 
make  a  NREMT-M  (Military)  Certification  category. 
NREMT  denies  request. 

2003 

The  NREMT  implemented  a  research  pro¬ 
gram  for  the  betterment  of  NREMT  programs  and  to 
contribute  to  the  EMS  community. 


The  NREMT  received  accreditation  of  all  five 
levels  of  exams  from  the  National  Commission  for 
Certifying  Agencies,  a  certification  accrediting 
agency  sponsored  by  the  National  Organization  for 
Competency  Assurance. 

The  LEADS  committee  completed  its  fifth 
survey  and  a  post  9/11  survey. 

USSOCOM  implemented  a  three  year  interim 
policy  for  medical  certification:  Special  Operations 
Combat  Medic  or  NREMT  trained. 

2004 

The  LEADS  committee  completed  its  sixth 
survey  and  snapshot  on  ambulance  safety. 

2005 

The  NREMT  exams  were  now  used  by  46 
states  and  territories  as  the  sole  basis  for  certification 
at  one  or  more  levels.  MA,  NC,  NY,  and  UT  keep 
state  certification. 

The  NREMT  began  the  process  to  transition 
from  pencil-and-paper  based  exams  to  computer 
based  testing  in  January  2007. 

2006 

USSOCOM  suspends  Interim  Policy  Letter. 
New  Policy  (USSOCOM  40-2)  states  SOF  Medics 
will  be  trained  by  JMETL;  further  designated  as 
Advanced  Tactical  Practitioner  (ATPs). 
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COUNCIL  FOR  HIGHER  EDUCATION  ACCREDITATION 
FACT  SHEET  #1 
Profile  of  Accreditation 
April  2006 

“ACCREDITATION”  is  a  process  of  external  quality  review  used  by  higher  education  to  scrutinize  colleges, 
universities,  and  educational  programs  for  quality  assurance  and  quality  improvement.  In  the  United  States, 
accreditation  is  carried  out  by  private,  non-profit  organizations  designed  for  this  specific  purpose. 

Institutions  and  educational  programs  seek  accredited  status  as  a  means  of  demonstrating  their  academic 
quality  to  students  and  the  public  and  to  become  eligible  for  federal  funds. 

Numbers  of  Accredited  Institutions  and  Programs 

•  6,814  institutions  are  accredited  •  18,152  programs  are  accredited1 
These  institutions  and  programs  are  accredited  by  organizations  recognized  either  by  the  Council  for 
Higher  Education  Accreditation  (CHEA)  or  by  organizations  recognized  by  the  United  States  Department 
of  Education  (USDE).  CHEA  or  USDE  “recognition”  is  a  review  of  the  quality  and  effectiveness  of  accred¬ 
iting  organizations  based  on  the  respective  standards  of  CHEA  or  USDE. 

Of  the  6,814  institutions: 

6,383  accredited  institutions  participated  in  the  federal  Title  IV  (Student  Assistance)  Program  in  2004  - 
2005.  3,902  of  these  institutions  are  nonprofit  and  2,481  are  for-profit.  504  foreign  institutions  are  Title 
IV-eligible.2  If  an  institution  participates  in  Title  IV,  students  have  the  opportunity  to  apply  for  federal 
grants  and  loans  to  finance  their  education. 

•  4,242  (62.3%)  are  degree-granting  •  3,678  (54%)  are  nonprofit1 

(associate  degree  and  above)1  *  3,136  (46%)  are  for-profit1 

•  2,572  (37.7%)  are  non-degree-granting1 

Types  and  Numbers  of  Recognized  Accreditors 
Types  of  Accreditors 

Institutional 

•  Regional :  Regional  accreditors  operate  in  six  specific  clusters  of  states  (regions)  in  the  United 
States  and  review  entire  institutions,  97  percent  or  more  of  which  are  both  degree-granting  and 
nonprofit.  There  are  2,986  regionally  accredited  institutions. 

•  Faith-Based:  Faith-based  accreditors  operate  nationally  and  review  religiously-affiliated  or  doc- 
trinally-based  institutions,  1 00  percent  of  which  are  degree-granting  and  non-profit.  There  are 
412  faith-based  accredited  institutions. 

•  Private  Career:  Private  career  accreditors  operate  throughout  the  country  and  review  entire 
institutions,  24.9  percent  of  which  are  degree-granting  and  75  percent  are  non-degree-granting; 
10.6  percent  are  non-profit  and  89.3  percent  are  for-profit.  There  are  3,416  private  career  insti¬ 
tutions.  Many  are  single-purpose  institutions  focusing  on,  e.g.,  education  in  business  and  infor¬ 
mation  technology. 

•  Programmatic  or  Specialized:  Programmatic  specialized  accreditors  operate  throughout  the 
country  and  review  programs  and  some  single-purpose  institutions. 

In  April  2005: 

•  60  accreditors  were  recognized  by  CHEA. 

•  61  accreditors  were  recognized  by  USDE. 

•  38  of  these  accreditors  were  both  USDE-  and  CHEA-recognized.3 
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Purposes  of  Accreditation 

Accreditation  serves  the  following  purposes: 

•  Assuring  Quality.  Accreditation  is  the  primary  means  by  which  colleges,  universities,  and  pro¬ 
grams  assure  academic  quality  to  students  and  the  public. 

•  Access  to  Federal  Funds.  Accreditation  of  institutions  and  programs  is  required  in  order  for 
students  to  gain  access  to  federal  funds  such  as  student  grants  and  loans  and  other  federal  sup¬ 
port. 

•  Easing  Transfer.  Accreditation  of  institutions  and  programs  is  important  to  students  for  smooth 
transfer  of  courses  and  programs  among  colleges  and  universities. 

•  Engendering  Private  Sector  Confidence.  Accredited  status  of  an  institution  or  program  is 
important  to  employers  when  evaluating  credentials  of  job  applicants  and  providing  financial 
support  to  current  employees  seeking  additional  education.  It  is  taken  into  account  by  corpo¬ 
rations,  foundations,  and  individuals  making  private  donations  to  higher  education. 

Recognition  Purposes  and  Standards4 

CHE  A  and  USDE  each  review  the  quality  and  effectiveness  of  accrediting  organizations: 

•  CHEA’s  primary  purpose  is  to  assure  and  strengthen  academic  quality  and  ongoing  quality 
improvement  in  courses,  programs,  and  degrees.  CHEA’s  recognition  is  based  on  five  stan¬ 
dards  that  include,  e.g.,  advancing  academic  quality  and  encouraging  needed  improvement. 

•  USDE’s  primary  purpose  is  to  assure  that  federal  student  aid  funds  are  purchasing  quality 
courses  and  programs.  USDE’s  recognition  is  based  on  10  standards  that  include  attention  to, 
e.g.,  recruitment  and  admission  practices,  fiscal,  and  administrative  capacity  and  facilities. 

CHEA  Recognition  Standards 

This  language  illustrates  the  recognition  standards  and  is  not  the  full  or  official  CHEA  policy  statement. 

Please  consult  the  2006  CHEA  Recognition  Policy  and  Procedures  at  www.chea.org  for  the  formal  policy 

language  that  is  used  in  CHEA  recognition  reviews.  The  CHEA  recognition  policy  was  adopted  by  the 

board  of  directors  in  September  1998  and  revised  in  January  2006. 

•  Advance  academic  quality.  Accreditors  have  a  clear  description  of  academic  quality  and  clear 
expectations  that  the  institutions  or  programs  they  accredit  have  processes  to  determine 
whether  quality  standards  are  being  met. 

•  Demonstrate  accountability.  Accreditors  have  standards  that  call  for  institutions  and  pro¬ 
grams  to  provide  consistent,  reliable  information  about  academic  quality  and  student  achieve¬ 
ment  to  foster  continuing  public  confidence  and  investment. 

•  Encourage,  where  appropriate,  self  scrutiny  and  planning  for  change  and  needed  improve¬ 
ment.  Accreditors  encourage  self  scrutiny  for  change  and  needed  improvement  through  ongo¬ 
ing  self-examination  in  institutions  and  programs. 

•  Employ  appropriate  and  fair  procedures  in  decision  making.  Accreditors  maintain  appropri¬ 
ate  and  fair  organizational  policies  and  procedures  that  include  effective  checks  and  balances. 

•  Demonstrate  ongoing  review  of  accreditation  practice.  Accreditors  undertake  self  scrutiny  of 
their  accrediting  activities. 

•  Possess  sufficient  resources.  Accreditors  have  and  maintain  predictable  and  stable  resources. 

USDE  Recognition  Standards 

Required  Standards  and  their  Application  (as  of  July  1 ,  2000)5 

602. 1 6  Accreditation  and  preaccreditation  standards. 

(a)  The  agency  must  demonstrate  that  it  has  standards  for  accreditation,  and  preaccreditation,  if 
offered,  that  are  sufficiently  rigorous  to  ensure  that  the  agency  is  a  reliable  authority  regard¬ 
ing  the  quality  of  the  education  or  training  provided  by  the  institutions  or  programs  it  accred¬ 
its.  The  agency  meets  this  requirement  if — 
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(1)  The  agency’s  accreditation  standards  effectively  address  the  quality  of  the  institution  or  program  in  the 
following  areas: 

(i)  Success  with  respect  to  student  achievement  in  relation  to  the  institution’s  mission, 
including  as  appropriate,  consideration  of  course  completion,  state  licensing  examination, 
and  job  placement  rates. 

(ii)  Curricula. 

(iii)  Faculty. 

(iv)  Facilities,  equipment,  and  supplies. 

(v)  Fiscal  and  administrative  capacity  as  appropriate  to  the  specified  scale  of  operations. 

(vi)  Student  support  services. 

(vii)  Recruiting  and  admissions  practices,  academic  calendars,  catalogs,  publications  grading, 
and  advertising. 

(viii)  Measures  of  program  length  and  the  objectives  of  the  degrees  or  credentials  offered. 

(ix)  Record  of  student  complaints  received  by,  or  available  to,  the  agency. 

(x)  Record  of  compliance  with  the  institution’s  program  responsibilities  under  Title  IV  of  the 
Act,  based  on  the  most  recent  student  loan  default  rate  data  provided  by  the  Secretary,  the 
results  of  financial  or  compliance  audits,  program  reviews,  and  any  other  information  that 

the  Secretary  may  provide  to  the  agency. 

++++++ 

The  April  2006  Profile  of  Accreditation  (Fact  Sheet  #1)  updates  and  expands  the 

August  2003  Fact  Sheet  #1. 

A  national  advocate  and  institutional  voice  for  self  regulation  of  academic  quality  through  accreditation, 
CHEA  is  an  association  of 3,000  degree-granting  colleges  and  universities  and  recognizes  60 
institutional  and  programmatic  accrediting  organizations. 

1 .  CHEA  Almanac  of  External  Quality  Review  2005. 

2.  USDE,  Office  of  Federal  Student  Aid,  2006. 

3.  CHEA  Almanac  of  External  Quality  Review  2005. 

4.  Visit  the  CHEA  Website  at  www.chea.org  for  additional  information  about  the  CHEA  recognition  stan¬ 
dards  and  a  list  of 

CHEA  accreditors.  Visit  the  USDE  Website  at  www.ed. gov/offices/OPE/accreditation/  for  additional 
information  about  the  USDE  recognition  standards  and  a  list  of  recognized  accreditors. 

5.  Source:  Current  List  of  Nationally  Recognized  Agencies  and  State  Agencies  Recognized  for  the 
Approval  of  Public  Postsecondary  Vocational  Education  and  Nurse  Education  and  the  Criteria  for 
Recognition  by  the  U.S.  Secretary  of  Education.  USDE,  Office  of  Postsecondary  Education,  June  2000. 

CHEA® 

Council  for  Higher  Education  Accreditation 

One  Dupont  Circle  NW  •  Suite  5 1 0 
Washington  DC  20036-1135 
tel:  202-955-6126  •  fax:  202-955-6129 
e-mail:  chea@chea.org  •  www.chea.org 


Permission  to  republish  in  JSOM  granted 
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COUNCIL  FOR  HIGHER  EDUCATION  ACCREDITATION 

FACT  SHEET  #5 

Accrediting  Organizations  in  the  United  States: 

How  Do  They  Operate  to  Assure  Quality? 

April  2006 

Accreditation  is  the  primary  means  by  which  the  quality  of  higher  education  institutions  and  programs  is  assured  in  the  United 
States.  Accreditation  is  a  form  of  self-regulation  in  which  colleges,  universities,  and  programs  have  come  together  to  develop 
standards,  policies,  and  procedures  for  self-examination  and  judgment  by  peers.  In  2005,  approximately  7,000  institutions  and 
18,000  programs  held  accredited  status. 

Accreditation  is  carried  out  through  private,  nonprofit  organizations.  Some  review  entire  institutions  (regional,  faith-based,  and 
private  career  accreditors)  and  others  review  programs  such  as  law,  medicine,  or  business  (programmatic  accreditors).  These 
organizations  undertake  this  responsibility  in  quite  similar  ways,  each  requiring  a  self-study  by  the  institution  or  program  under 
review,  a  review  by  peers  (including  a  site  visit  in  most  cases),  and  a  judgment  about  accredited  status.  These  judgments  are  based 
on  standards  of  quality  developed  by  the  accrediting  organization  in  consultation  with  the  higher  education  community. 

Approximately  80  accrediting  organizations  in  the  United  States  are  themselves  reviewed  for  quality.  They  routinely  undergo 
scrutiny  (a  process  called  “recognition”)  either  by  the  Council  for  Higher  Education  Accreditation  (CHEA)  or  by  the  federal  gov¬ 
ernment  through  the  United  States  Department  of  Education  (USDE)  or  both.  A  complete  list  of  CHEA  -  and  USDE-recognized 
accrediting  organizations  may  be  found  on  the  CHEA  Website  at  www.chea.org  under  “Databases  and  Directories.” 

Accrediting  organizations  make  information  available  to  the  public  primarily  through  print  documents  and  Websites.  In  addi¬ 
tion  to  these  documents  and  Websites,  lists  of  accrediting  organizations  may  be  found  on  the  CHEA  Website,  the  USDE  Website 
at  http://www.ed.gov/admins/fmaid/accred/index.html  and  the  Association  of  Specialized  and  Professional  Accreditors  (ASPA) 
Website  at  www.aspa-usa.org. 

The  locations  indicated  above  and  the  Websites  of  individual  accrediting  organizations  provide  answers  to  four  important  ques¬ 
tions: 

•  What  institutions  and  programs  are  accredited? 

•  What  are  the  standards  and  policies  used  by  these  organizations  to  make  judgments  about  the  quality  of  an  insti¬ 
tution  or  program? 

•  What  additional  information  about  institutions,  programs  or  accrediting  organizations  is  available? 

•  How  are  accrediting  organizations  structured,  financed,  staffed  and  governed? 

What  Institutions  and  Programs  are  Accredited? 

Accrediting  organizations  routinely  answer  this  question  by: 

•  Maintaining  an  updated  list  of  the  institutions  and  programs  that  are  accredited; 

•  Describing  the  length  of  time  of  an  accreditation  of  an  institution  or  program; 

•  Providing  information  about  whether  an  accredited  institution  or  program  is  under  any  sanctions  and  a  description 
of  these  sanctions; 

•  Maintaining  a  summary  of  recent  actions  taken  by  accrediting  organizations,  usually  provided  aftermeetings  of 
decision-making  bodies;  and 

•  For  some  organizations,  offering  aggregate  data  or  profiles  of  the  institutions  or  programs  that  are  accredited. 

What  are  the  Standards  and  Policies  Used  by  These  Organizations  to  Make  Judgments  About  Quality? 

The  requirements  for  accreditation  may  be  found  in  the  standards  and  policies  of  accrediting  organizations. 

Standards 

•  While  each  accrediting  organization  establishes  its  own  standards  by  which  institutions  and  programs  are  accred¬ 
ited,  these  standards  all  address  similar  areas,  such  as  expected  student  achievement,  curriculum,  faculty,  services 
and  academic  support  for  students  and  financial  capacity. 

•  Standards  are  developed  or  changed  through  a  process  of  public  consultation  involving,  e.g.,  faculty,  administra¬ 
tors,  students,  practitioners  in  specific  fields,  governing  boards  and  members  of  the  public.  This  process  often 
involves  an  invitation  to  the  public  through,  e.g.,  newspapers  or  general  mailings. 
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Policies 

•  Each  accrediting  organization  lays  out  a  framework  of  expectations  and  practices  that  govern  the  conduct  of 
accreditation  review.  These  policies  may  include  areas  such  as  conflict  of  interest  and  release  of  information. 

•  Accrediting  organizations  also  provide  opportunities  to  express  disagreement  with  or  concern  about  their  deci¬ 
sions  or  the  actions  of  the  institutions  or  programs  they  accredit.  Examples  include: 

•  Appeals:  Accrediting  organizations  have  mechanisms  by  which  an  institution  or  program 
that  is  dissatisfied  with  a  review  may  express  its  dissatisfaction  and  seek  redress. 

•  Complaints:  Accrediting  organizations  describe  the  terms  and  conditions  under  which  a 
complaint  can  be  lodged  against  an  institution  or  program  that  is  accredited. 

•  Policies  are  developed  or  changed  through  a  process  of  public  consultation  similar  to  that  which  is  used  for  devel¬ 
opment  or  changes  in  accreditation  standards. 

What  Additional  Information  do  Accrediting  Organizations  Make  Available? 

•  Under  certain  circumstances,  and  with  permission  from  institutions  or  programs,  self-study  reports,  and  team  visit 
reports  offering  description  and  analysis  of  institutions  and  programs  that  are  reviewed; 

•  Dates  of  upcoming  accreditation  visits; 

•  Members  of  an  organization’s  accrediting  decision-making  body; 

•  Staff  members  of  accrediting  organizations; 

•  Finances  of  accrediting  organizations; 

•  Peer  evaluators:  the  volunteers  who  work  with  the  accrediting  organization  and  carry  out  accreditation  review. 

How  do  Accrediting  Organizations  Operate? 

•  Organization.  Accrediting  organizations  are  private,  nonprofit  bodies  legally  incorporated  to  carry  out  accredita¬ 
tion  activity  or  they  are  subsidiaries  of  other  private,  nonprofit  organizations.  Each  accrediting  organization  has 
bylaws  or  a  constitution  that  describes  the  legal  framework  for  its  operation. 

•  Staffing.  Full-  and  part-time  paid  staff  members  are  employed  by  the  organization  to  carry  out  day-to-day  activi¬ 
ties,  including  coordination  of  accreditation  reviews,  meetings,  conferences,  and  publications. 

•  Accreditation  Review. 

•  Self-study.  Institutions  or  programs  seeking  accreditation  typically  prepare  a  self-study — 

an  examination  of  whether  their  operation  meets  the  standards  of  the  accrediting  organization. 

•  Team  Visit  and  Report.  Fligher  education  faculty  and  administrators,  practitioners  in  specific 
fields  and  members  of  the  public  make  up  “teams”  that  visit  an  institution  or  program  to 
determine  whether  or  not  the  standards  of  the  accrediting  organization  are  being  met. 

•  Accreditation  Decision-Making  and  Governance.  Fligher  education  faculty  and  administrators, practitioners  in 
specific  fields  and  members  of  the  public  are  elected  or  appointed  to  an  accreditation  decision-making  body.  This 
body  determines  whether  or  not  an  institution  receives  accreditation.  This  body  also  functions  as  the  governing 
entity  for  the  organization  under  its  bylaws  or  constitution. 

•  Funding.  The  accrediting  organization  receives  its  funding  from  annual  dues  of  its  members,  support  from  spon¬ 
soring  associations,  fees  paid  by  institutions  or  programs  for  an  accreditation  visit,  conferences  and  meetings,  and 
in  some  instances,  grants  from  external  sources. 

The  April  2006  Accrediting  Organizations  in  the  United  States:  How  Do  They  Operate  to  Assure  Quality? 

(Fact  Sheet  #5)  updates  and  expands  the  May  2003  Fact  Sheet  #5. 

A  national  advocate  and  institutional  voice  for  self-regulation  of  academic  quality  through  accreditation,  CHEA 
is  an  association  of  3,000  degree-granting  colleges  and  universities  and  recognizes  60  institutional  and  program¬ 
matic  accrediting  organizations. 

CHEA® 

Council  for  Higher  Education  Accreditation 
One  Dupont  Circle  NW  •  Suite  510 
Washington  DC  20036-1 135tel:  202-955-6126  •  fax:  02-955-6129 
e-mail:  chea@chea.org  •  www.chea.org 

Permission  to  republish  in  JSOM  granted  ©  Copyright  2006  Council  for  Higher  Education  Accreditation. 
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Commission  on  Accreditation 

of  Allied  Health  Education  Programs 


What  is  CAAHEP? 


"CAAHEP  is  the  largest  specialized  accreditor  of  allied  health  education  programs  in  the  United  States,  rep¬ 
resenting  1 9  professions.  The  Committees  on  Accreditation  (CoA)  represent  the  actual  profession  and  are 
CAAHEP’s  experts  in  evaluating  and  working  with  programs." 

CAAHEP  is  recognized  by  the  Council  for  Higher  Education  Accreditation 

What  is  Accreditation  ...  and  Why  is  it  Important? 

Accreditation  is  an  effort  to  assess  the  quality  of  institutions,  programs  and  services,  measuring  them 
against  agreed-upon  standards  and  thereby  assuring  that  they  meet  those  standards. 

In  the  case  of  post-secondary  education  and  training,  there  are  two  kinds  of  accreditation:  institutional  and 
programmatic  (or  specialized). 

Institutional  accreditation  helps  to  assure  potential  students  that  a  school  is  a  sound  institution  and  has  met 
certain  minimum  standards  in  terms  of  administration,  resources,  faculty,  and  facilities. 

Programmatic  (or  specialized)  accreditation  examines  specific  schools  or  programs  within  an  educational 
institution  (e.g.,  the  law  school,  the  medical  school,  the  nursing  program).  The  standards  by  which  these 
programs  are  measured  have  generally  been  developed  by  the  professionals  involved  in  each  discipline  and 
are  intended  to  reflect  what  a  person  needs  to  know  and  be  able  to  do  to  function  successfully  within  that 
profession. 

Accreditation  in  the  health-related  disciplines  also  serves  a  very  important  public  interest.  Along  with  cer¬ 
tification  and  licensure,  accreditation  is  a  tool  intended  to  help  assure  a  well-prepared  and  qualified  work¬ 
force  providing  healthcare  services. 


Information  obtained  from  http://www.caahep.org/ 
Permission  to  publish  in  JSOM  granted. 
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_  Committee  on  Accreditation 

[CoAEMS  P  f  KM^)fessions 


Core  Values.  As  an  organization,  we  hold  most  dearly  to  the  following  values,  concepts,  and  ideals: 

The  importance  of  a  credible,  peer  review,  educational  program  accreditation  process  that  improves  the 
quality  of  EMS  care  through  education. .  .The  importance  of  maintaining  a  mentoring  and  consultative  rela¬ 
tionship,  as  well  as  serving  an  evaluative  role,  with  programs  seeking  accreditation. .  .Continually  improv¬ 
ing  the  quality  of  our  services...  Meeting  the  needs  of  our  diverse  communities  of  interest... Recognizing 
the  importance  of  academic  freedom,  institutional  autonomy,  and  innovation. .  .Advancing  and  enhancing 
the  EMS  profession,  and  Maintaining  high  staff  and  volunteer  satisfaction  and  morale. 

Vision.  The  CoAEMSP  will  be  the  single,  comprehensive  National  EMS  education  accreditation  agency, 
as  defined  in  the  EMS  Education  Agenda  for  the  Future. 

Mission.  The  mission  of  the  CoAEMSP,  under  the  auspices  of  CAAEIEP,  is  to  continuously  improve  the 
quality  of  EMS  education  through  accreditation  and  recognition  services  for  the  full  range  of  EMS  profes¬ 
sions. 

What  is  Accreditation...and  Why  is  it  Important? 

Accreditation  is  an  effort  to  assess  the  quality  of  institutions,  programs  and  services,  measuring  them 
against  agreed-upon  standards  and  thereby  assuring  that  they  meet  those  standards. 

In  the  case  of  post-secondary  education  and  training,  there  are  two  kinds  of  accreditation:  institutional  and 
programmatic  (or  specialized). 

Institutional  accreditation  helps  to  assure  potential  students  that  a  school  is  a  sound  institution  and  has  met 
certain  minimum  standards  in  terms  of  administration,  resources,  faculty,  and  facilities. 

Programmatic  (or  specialized)  accreditation  examines  specific  schools  or  programs  within  an  educational 
institution  (e.g.,  the  law  school,  the  medical  school,  the  nursing  program).  The  standards  by  which  these 
programs  are  measured  have  generally  been  developed  by  the  professionals  involved  in  each  discipline  and 
are  intended  to  reflect  what  a  person  needs  to  know  and  be  able  to  do  to  function  successfully  within  that 
profession. 

Accreditation  in  the  health-related  disciplines  also  serves  a  very  important  public  interest.  Along  with  cer¬ 
tification  and  licensure,  accreditation  is  a  tool  intended  to  help  assure  a  well-prepared  and  qualified  work¬ 
force  providing  health  care  services. 

Why  is  CAAHEP  and  not  the  Committee  on  Accreditation  the  accreditor? 

The  simplest  answer  is  that  your  committee  is  a  member  of  CAAHEP  for  the  purpose  of  having  a  nation¬ 
ally  recognized  organization  accredit  the  profession  that  your  committee  represents.  CAAHEP  provides 
legal  liability  coverage  to  your  committee  and  assures  oversight  and  due  process  to  all  programs  that  par¬ 
ticipate  in  the  CAAHEP  system  of  accreditation.  As  such  CAAHEP  is  responsible  for  handling  all  appeals 
that  are  a  result  of  a  committee's  recommendation  and  the:  CAAHEP  Board  of  Directors  subsequent  action. 
CAAHEP  is  the  accreditation  expert  while  your  committee  is  the  profession's  expert. 

How  Does  an  Educational  Program  Become  CAAHEP- Accredited? 

While  there  are  some  differences  among  the  1 8  professions  within  CAAHEP,  all  accredited  programs  must 
go  through  a  rigorous  process  that  has  certain  elements  in  common: 

1.  Self-Study  -  the  program  does  its  own  analysis  of  how  well  it  measures  up  to  the  established  Standards. 
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2.  On-Site  Evaluation  -  a  team  of  “site  visitors”  travels  to  the  institution  to  determine  how  accurately  the 
self  study  reflects  the  status  of  the  program  and  to  answer  any  additional  questions  that  arise.  This  is  a  “peer 
review”  process  and  often,  after  the  formal  part  of  the  site  visit  is  concluded,  team  members  will  share  ideas 
for  how  a  program  can  be  strengthened  or  improved. 

3.  Committee  Review  and  Recommendation  -  the  CoA  for  the  specific  discipline  will  review  the  report 
from  the  site  visitors  and  develop  a  recommendation.  If  there  are  areas  where  the  program  fails  to  meet  the 
Standards,  these  “deficiencies”  will  be  identified  and  progress  reports  will  be  requested  to  assure  that  each 
program  continues  its  efforts  to  fully  comply  with  all  Standards. 

4.  CAAHEP  Board  of  Directors  -  the  CAAHEP  Board  of  Directors  will  then  act  upon  the  recommenda¬ 
tions  forwarded  from  each  CoA,  assuring  that  due  process  has  been  met  and  that  Standards  are  being 
applied  consistently  and  equitably. 

Length  of  Accreditation  Awards 

With  the  exception  of  Initial  Accreditation,  which  is  for  a  period  of  three  years,  an  award  of  CAAHEP 
accreditation  is  not  time-limited.  When  a  CoA  recommends  that  a  program  be  accredited,  they  also  rec¬ 
ommend  when  the  next  comprehensive  evaluation  should  take  place.  While  each  Committee  establishes  its 
own  intervals  (three  years,  five  years,  seven  years,  etc.),  the  maximum  interval  between  comprehensive 
reviews  is  ten  years.  A  Committee  may  also  request  a  progress  report  or  schedule  a  special,  limited 
(focused)  site  visit  if  a  program  has  serious  problems  that  need  to  be  addressed. 

Why  do  both  CAAHEP  and  our  committee  vote  to  grant  programs  accreditation? 

Only  CAAHEP  grants  accreditation.  The  committee  is  voting  to  forward  a  recommendation  of  initial,  con¬ 
tinuing,  transfer  of  sponsorship,  probation,  withhold  or  withdrawal  of  accreditation  to  the  C  AAHEP 

“Standards  and  Guidelines  for  the  Accreditation  of  Educaional  Programs  in  the 
Emergency  Medical  Services  Professions” 
updated  03/10/05 

“EMS  Standards  &  Guidelines  2005” 

Essentials/Standards  initially  adopted  in  1978; 
revised  in  1989,  1999,  and  2005 
Adopted  by  the 
American  Academy  of  Pediatrics 
American  College  of  Cardiology 
American  College  of  Emergency  Physicians 
American  College  of  Osteopathic  Emergency  Physicians 
American  College  of  Surgeons 
American  Society  of  Anesthesiologists 
Commission  on  Accreditation  of  Allied  Health  Education  Programs 
National  Association  of  Emergency  Medical  Services  Educators 
National  Association  of  Emergency  Medical  Technicians 
National  Association  of  State  Emergency  Medical  Services  Directors 
National  Registry  of  Emergency  Medical  Technicians 

The  Commission  on  Accreditation  of  Allied  Health  Education  Programs  (CAAHEP)  accredits  programs 
upon  the  recommendation  of  the  Committee  on  Accreditation  of  Educational  Programs  for  the  Emergency 
Medical  Services  Professions  (CoAEMSP). 

These  accreditation  Standards  are  the  minimum  standards  of  quality  used  in  accrediting  programs  that  pre¬ 
pare  individuals  to  enter  the  Emergency  Medical  Services  Professions.  The  accreditation  Standards  there¬ 
fore  constitute  the  minimum  requirements  to  which  an  accredited  program  is  held  accountable. 

Information  obtained  from  http://www.coaemsp.org/index.html 
Permission  to  publish  in  JSOM  granted. 
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racni  ASSOCIATION  FOR  ASSESSMENT  AND  ACCREDITATION  OF  LABORATORY  ANIMAL  CARE  INTERNATIONAL 


What  is  AAALAC? 

AAALAC  International  is  a  private,  nonprofit  organization  that  promotes  the  humane  treatment  of  animals 
in  science  through  voluntary  accreditation  and  assessment  programs.  AAALAC  stands  for  the  “Association 
for  Assessment  and  Accreditation  of  Laboratory  Animal  Care.” 

More  than  700  companies,  universities,  hospitals,  government  agencies,  and  other  research  institutions  in 
28  countries  have  earned  AAALAC  accreditation,  demonstrating  their  commitment  to  responsible  animal 
care  and  use.  These  institutions  volunteer  to  participate  in  AAALAC ’s  program,  in  addition  to  complying 
with  the  local,  state,  and  federal  laws  that  regulate  animal  research. 

Some  of  the  institutions  that  have  earned  AAALAC  accreditation  include  the  Sloan-Kettering  Cancer 
Center,  St.  Jude  Children’s  Research  Hospital,  The  American  Red  Cross,  and  the  National  Institutes  of 
Health. 

Why  is  AAALAC's  role  important? 

For  some,  animal  research  is  a  controversial  topic.  But  like  others  in  the  animal  welfare  arena,  AAALAC 
endorses  the  use  of  animals  to  advance  medicine  and  science  when  there  are  no  non-animal  alternatives, 
and  when  it  is  done  in  an  ethical  and  humane  way. 

When  animals  are  used,  AAALAC  works  with  institutions  and  researchers  to  serve  as  a  bridge  between 
progress  and  animal  well-being.  This  is  done  through  AAALAC’s  voluntary  accreditation  process  in  which 
research  programs  demonstrate  that  they  meet  the  minimum  standards  required  by  law,  and  are  also  going 
the  extra  step  to  achieve  excellence  in  animal  care  and  use. 

In  this  way,  AAALAC  International  is  where  science  and  responsible  animal  care  connect. 

What  is  a  Program  Status  Evaluation? 

The  PSE  is  a  completely  confidential  peer  review  that  helps  assess  the  quality  of  all  aspects  of  your  animal 
research  program,  including  animal  husbandry,  veterinary  care,  institutional  policies,  and  the  facilities 
where  animals  are  housed  and  used. 

Because  good  science  demands  quality  animal  care,  the  evaluation  will  not  only  promote  the  well-being  of 
laboratory  animals,  it  will  help  validate  the  results  of  research  using  animals.  It  can  also  serve  as  the  first 
step  toward  achieving  AAALAC  Accreditation,  a  distinction  earned  by  hundreds  of  institutions  that  have 
achieved  excellence  in  animal  care  and  use. 

Why  does  AAALAC  offer  Program  Status  Evaluations? 

The  decision  to  offer  assessment  services  (in  addition  to  the  accreditation  program)  was  prompted  by  a 
number  of  requests  from  non-accredited  institutions  for  a  “pre-AAALAC”  site  visit.  These  institutions, 
particularly  those  outside  of  the  United  States,  are  typically  less  familiar  with  the  accreditation  process  and 
want  to  find  out  how  their  programs  compare  to  AAALAC  standards — before  they  participate  in  the  formal 
accreditation  program.  AAALAC  is  pleased  to  accommodate  these  requests  through  its  “Program  Status 
Evaluation”  (PSE)  service. 

The  objective  of  the  PSE  service  is  twofold.  First,  it’s  meant  to  assist  institutions  in  determining  if  their 
animal  care  and  use  programs  meet  AAALAC  standards  by  identifying  weaknesses  and  suggesting  ways  to 
improve  or  correct  them.  Second,  it’s  meant  to  familiarize  institutions  with  the  AAALAC  accreditation 
process  and  encourage  them  to  participate. 
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PREFACE 


Management  of  medical  emergencies  is  best  accomplished  by  appropriately  trained  physi¬ 
cians  in  an  Emergency  Department  setting.  Special  Operations  combat  medics  (SOCMs),  however, 
may  often  find  themselves  in  austere  tactical  environments  where  evacuation  of  a  teammate  to  an 
MTF  for  a  medical  emergency  would  entail  either  significant  delays  to  treatment  or  compromise  of 
the  unit’s  mission.  Although  SOCM-trained  medics  are  not  routinely  authorized  by  the  services  to 
treat  non-traumatic  emergencies,  in  many  SOF  situations,  training  SOCMs  to  treat  at  least  some 
medical  emergencies  may  result  in  both  improved  outcome  for  the  individual  and  an  improved  prob¬ 
ability  of  mission  success.  The  disorders  chosen  have  one  of  the  following  properties  in  common: 
they  are  relatively  common;  they  are  acute  in  onset;  the  SOCM  is  able  to  provide  at  least  initial  ther¬ 
apy  that  may  favorably  alter  the  eventual  outcome;  and  the  condition  is  one  that  is  either  life-threat¬ 
ening  or  could  adversely  effect  the  mission  readiness  of  the  SOF  operator. 
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The  protocols  outlined  in  the  following  pages  carry  the  following  assumptions: 

A.  The  SOCM  medic  is  in  an  austere  environment  where  a  medical  treatment  facility  or  a  unit 
sick  call  capability  is  not  available.  If  a  medical  treatment  facility  or  a  medic  authorized  to 
treat  patients  independently  is  available,  then  the  patient  should  be  seen  in  those  settings 
rather  than  by  a  SOCM  medic. 

B.  The  individual  to  be  treated  is  a  team  member,  a  coalition  partner,  or  a  detainee. 

C.  Immediate  evacuation  may  not  be  possible  and,  even  if  it  is,  may  still  entail  significant  delays 
to  definitive  treatment.  The  medical  problem  may  worsen  significantly  if  treatment  is 
delayed. 

D.  The  SOCM  will  contact  a  consulting  physician  as  soon  as  feasible. 

E.  SOCM  treatment  will  be  done  under  the  appropriate  protocol. 

F.  Medication  regimens  are  designed  to  minimize  the  number  of  medications  the  SOCMs  are 
required  to  leam  and  carry.  Medications  have  been  used  for  multiple  conditions  when  feasi¬ 
ble  without  compromising  care. 

G.  Appropriate  documentation  of  diagnosis  and  treatment  rendered  in  the  patient’s  medical  record 
will  be  accomplished  when  the  unit  returns  to  forward  operating  base. 

H.  Note  these  protocols  are  not  designed  to  allow  SOCM  medics  to  conduct  Medical/Civic  Action 
(MEDCAP)  missions  independently. 

I.  Evacuation  recommendations  are  based  on  the  appropriate  therapy  per  protocol  being  initiat¬ 
ed  on  diagnosis. 

J.  The  definitions  of  Urgent,  Priority,  and  Routine  evacuations  are  based  on  the  times  found  in 
Joint  Publication  4-02.2  of  2,  4,  and  24  hours  respectively. 

K.  The  changes  in  the  combat  pill  pack  (Moxifloxacin  and  Mobic),  as  recommended  by  the 
Committee  on  Tactical  Combat  Casualty  Care,  have  been  changed  in  the  TME  Protocols. 

L.  The  Fentanyl  oral  dosage  of  800mcg,  as  recommended  by  the  CoTCCC  has  been  incorporat¬ 
ed  into  the  pain  protocol. 

M.  The  change  in  the  IV  antibiotics  has  also  been  changed  to  reflect  medication  availability. 

N.  When  possible,  alternate  antibiotics  or  antiemetics  have  been  listed. 

O.  For  any  infection,  limit  contact  and  use  universal  precautions. 
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Acute  Abdominal  Pain 


SPECIAL  CONSIDERATIONS: 

1.  Common  causes  in  young  healthy  adults  include  appendicitis,  cholecystitis, 
pancreatitis,  perforated  ulcer,  and  diverticulitis. 

2.  Consider  constipation/  fecal  impaction  as  a  potential  cause  of  abdominal  pain. 


SIGNS  AND  SYMPTOMS: 

1.  Severe,  persistent  or  worsening  abdominal  pain  is  the  key  sign. 

2.  Rigid  abdomen 

3.  Rebound  abdominal  tenderness 

4.  Fever 

5.  Diarrhea  is  not  typical  but  can  be  present  with  appendicitis. 

6.  Absence  of  bowel  sounds 

7.  Focal  percussive  tenderness 

8.  Nausea  and/or  vomiting 


MANAGEMENT: 


1. 

2. 


Start  IV  with  normal  saline  (NS)  at  150 

'  •*  Ertapenem  1  gm  IV  QD  OR  3rd 
(ceftriaxone)  1  gm  IV  qd 


cc/hr. 

generation  Cephalosporin  Rocephin 


3.  Keep  patient  NPO 

4.  ---  Tylenol  (acetaminophen)  1000  mg  PO  q6h  PRN  pain  (OK  to  take  with  sip  of 
water) 

*  Zofran  (ondansetron)  4  mg  IV  undiluted  administered  over  2  to  5  minutes  or 
IM  BID  for  nausea/vomiting,  OR  Phenergan  25  mg  IM/IV/PO. 

For  severe  pain,  use  Fentanyl  800  meg  oral  transcutaneous  lozenge 
(attempt  to  discuss  treatment  with  receiving  surgeon  before  use).  This  medication 
needs  to  be  well  documented  when  use 


DISPOSITION: 

1.  Urgent  evacuation  to  a  surgical  facility. 
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Acute  Barotrauma  from  Diving  or  Swimming 
(Includes  Eardrums,  Sinuses,  Lungs  ) 


SPECIAL  CONSIDERATIONS: 

1 .  Barotrauma  (damage  from  changes  in  pressure)  can  occur  from  descent  in  the  water  column 
("squeeze")  or  from  ascent  from  depth  if  compressed  air  was  used  ("reverse  squeeze"  or 
pulmonary  over-inflation). 

2.  The  most  commonly  affected  site  is  the  middle  ear  and  tympanic  membrane,  but  paranasal 
sinuses  and  even  teeth  can  be  affected. 

3.  Pulmonary  barotrauma  occurs  when  compressed  air  is  breathed  at  depth  followed  by  ascending 
with  a  closed  airway  (i.e.  breath-holding) ,  and  can  cause  pneumothorax  or  arterial  gas  embolism. 


SIGNS  AND  SYMPTOMS: 

1 .  Middle  ear  -  acute  pain  in  ears,  usually  on  descending.  May  be  accompanied  by  tinnitus  and  vertigo. 
Exam  may  show  redness,  bleeding,  or  rupture  of  tympanic  membrane. 

2.  Paranasal  Sinuses  -  acute  pain  in  affected  sinus  area  (mid-face,  upper  jaw,  peri-orbital,  or  forehead). 
May  cause  bleeding  from  nose  or  facial  bruising. 

3.  Dental  -  acute  pain  localized  to  tooth  or  jaw,  usually  upon  ascent  from  diving. 

4.  "Facemask  Squeeze",  with  conjunctival  hemorrhage  and  peri-orbital  bruising,  may  occur  if  mask  is 
not  equalized.. 

5.  Pulmonary  Over-inflation:  cough,  shortness  of  breath,  sharp  pain  over  one  side  of  chest  with  deep 
inspiration,  voice  change,  or  crepitation  in  skin  over  upper  chest  or  neck  (subcutaneous  emphysema). 

decreased  breath  sounds  over  one  side  of  chest  (pneumothorax). 

Pulmonary  barotraumas  may  lead  to  cerebral  arterial  gas  embolus  (CAGE).  CAGE  may 
cause  symptoms  similar  to  a  stroke,  with  confusion,  visual  changes,  speech  difficulty,  or 
unconsciousness.  Monitor  patient  carefully  for  neurological  signs  and  symptoms. 

MANAGEMENT: 

1 .  Middle  ear  -  if  tympanic  membrane  is  not  ruptured,  no  specific  treatment  other  than  rest  and 
avoidance  of  further  pressure  changes.  Decongestants  optional.  If  TM  is  ruptured,  protect  ear  from 
water  or  further  trauma.  Consider  antibiotics,  but  do  not  use  ear  drops.  Refer  to  higher  level  of  care 
when  feasible. 

2.  Paranasal  Sinus  barotraumas.  No  specific  treatment  other  than  avoidance  of  further  trauma. 
Decongestants  may  be  helpful. 

3.  Dental.  No  specific  treatment  other  than  pain  control,  observation,  and  evaluation  of  underlying  dental 
defect  (abscess,  cavity,  or  loose  filling). 

4.  Facemask  squeeze  -  No  specific  treatment.  Cold  compress  may  reduce  bruising,  if  it  occurs. 

5.  Pulmonary  barotraumas  -  if  no  respiratory  distress,  subcutaneous  emphysema  or  small 
pneumothorax  may  be  treated  with  oxygen  breathing  at  normal  pressure.  Monitor  pulse  oximetry,  if 
available.  If  respiratory  distress  occurs,  treatment  for  tension  pneumothorax,  including  needle 
thoracentesis  or  tube  thoracostomy  (chest  tube),  may  be  necessary. 


ItNARMI 


6.  If  cerebral  arterial  gas  embolus  is  suspected,  administer  100%  oxygen  and  IV  normal  saline 

and  consider  evacuation  to  recompression  chamber  ASAP.  If  possible,  avoid  altitude  exposure 
greater  than  1000  feet  during  evacuation. 


DISPOSITION 

1 .  Cerebral  arterial  gas  embolus  or  pneumothorax  with  respiratory  distress,  Urgent  Evacuation 

2.  Mild  to  moderate  middle  ear,  sinus,  or  pulmonary  barotraumas  without  respiratory  distress, 
Observation  and  Routine  evacuation. 

3.  Tympanic  Membrane  rupture  -  Routine  evacuation  for  consultation. 
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Acute  Behavioral  Changes 

(Includes  Psychosis,  Depression  and  Suicidal  Impulses) 


SPECIAL  CONSIDERATIONS: 

1 .  In  a  tactical  setting  consider  sleep  deprivation  as  a  cause. 

2.  Etiologies  are  numerous  and  will  often  dictate  the  management;  thus,  mental  status  changes 
could  be  caused  by  head  trauma,  metabolic  and  endocrine  disease  processes,  environmental 
toxins,  infections,  combat  stress  disorder,  hypoxia,  hyperthermia,  hypothermia  pharmaceutical 
agent  use  (i.e.  mefloquine)  or  withdrawal. 

3.  Consider  diabetic  hypoglycemia  as  a  cause  of  altered  mental  status 


SIGNS  AND  SYMPTOMS: 

1 .  Acute  behavioral  changes  include  withdrawal,  depression,  aggression,  confusion,  or  other  behavioral 
patterns  atypical  for  the  individual. 

2.  Psychosis  is  an  acute  change  in  mental  status  characterized  by  altered  sensory  perceptions  that  are 
not  congruent  with  reality: 

A.  Auditory  and/or  visual  hallucinations 

B.  May  include  violent  or  paranoid  behavior 

C.  Disorganized  speech  patterns  are  common 

D.  May  include  severe  withdrawal  from  associates 

MANAGEMENT: 


1 .  Remove  all  weapons  or  potential  weapons  from  patient  and  treating  medic. 

2.  Place  patient  in  safe  environment  under  continuous  surveillance 

3.  If  hypoxia  is  suspected  as  a  cause,  check  pulse  oximetry. 


4. 

5. 


For  acute  agitation,  combativeness,  or  violent  behavior,  restrain  patient  with  at  least  four 
individuals  and  give  Valium  (diazepam)  10  mg  IM. 


Repeat  Valium  (diazepam)  once  if  needed  after  30  minutes. 


6.  Consider  giving  contents  of  1  sugar  packet  sublingually  to  treat  for  possible  hypoglycemia. 

7. 


oui  isiuci 

$8$ 


IF  MENINGITIS  IS  SUSPECTED  OR  IF  THERE  IS  A  DECREASE  IN  MENTAL  STATUS, 
USE  VALIUM  WITH  CAUTION  DUE  TO  POSSIBLE  RESPIRATORY  DEPRESSION, 
HYPOTENSION,  AND  MASKING  OF  PROGRESSION  OF  DISEASE  RELATED  ALTERED 
MENTAL  STATUS. 


9. 


8S 


If  meningitis  is  suspected,  use  the  Meningitis  protocol. 


If  sedated  or  restrained,  maintain  constant  vigilance  for  a  change  in  the  hemodynamic  status 
or  loss  of  airway  reflexes. 


DISPOSITION  Urgent  Evacuation 
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Acute  Dental  Pain 


SPECIAL  CONSIDERATIONS: 

Most  common  causes  are  deep  decay,  fractures  of  tooth  crown/root  or  acute 
periapical  (root  end)  abscesses 


SIGNS  AND  SYMPTOMS: 

1 .  Intermittent  or  continuous  pain,  usually  intense,  heat  or  cold  sensitivity 

2.  Visibly  broken/cracked  tooth 

3.  Severe  pain  on  percussion 

4.  Intraoral  swelling/abscess 


MANAGEMENT: 

Follow  Pain  Management  Protocol 

If  signs  and  symptoms  of  infection  are  present,  administer  Keflex,  250  mg 
qid  for  7  days  OR  Rocephin  1  gm  IV/IM  qd  x  7  days 


DISPOSITION 

1 .  Evacuation  usually  not  necessary 

2.  Routine  evacuation  if  not  responding  to  therapy 
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Acute  Head  and  Neck  Infection,  Including  Epiglottitis 


SPECIAL  CONSIDERATIONS: 

1 .  Most  common  causes  in  young  healthy  patients  include  odontogenic  (dental 
origin)  cutaneous  sources  or  post-injury  (wound  or  fracture)  infections. 

2.  These  infections  may  progress  rapidly  from  minor  to  airway/life  threatening 


SIGNS  AND  SYMPTOMS: 


1 .  Pain,  fever  and  malaise 

4. 

Pus 

2.  Intra/extra  oral  swelling 

5. 

Dysphagia 

3.  Trismus 

6. 

Airway  compromise 

MANAGEMENT: 


1. 

2. 

3. 

4. 

5. 

6. 


7. 


Manage  airway  and  breathing  first! 
Place  patient  in  position  of  comfort 
Monitor  pulse  oximetry 
02  pm 
IV  access 


Moxafloxacin  400  mg  po  qd  for  7  days  OR  Rocephin  1  gm  IV/IM  qd  for  7 


Follow  Pain  Management  Protocol 


8. 


FOR  ANY  AIRWAY  INVOLVEMENT,  CONSIDER  DECADRON,  10  MG  IV 


9.  If  airway  intervention  is  felt  to  be  indicated,  make  a  single  attempt  at  intubation  if 
feasible  (the  epiglottis  is  not  swollen  to  the  extent  that  visualization  of  cords  is  not 
possible.) 


10. 


11. 


If  intubation  is  attempted,  do  not  attempt  the  procedure  more  than  once.  If 
intubation  has  failed,  the  next  step  is  a  cricothyroidotomy  (using  lidocaine  if 
conscious). 


Have  cricothyroidotomy  kit  available  before  attempting  intubation 


DISPOSITION 

1 .  If  there  is  no  airway  compromise  present  and  the  infection  is  not  widespread 
Routine  Evacuation 

2.  If  any  airway  compromise  is  present  -  Urgent  Evacuation 
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Acute  Mountain  Sickness  (AMS) 


SPECIAL  CONSIDERATIONS: 

1 .  Usually  occurs  at  altitudes  of  8,000  ft.  and  higher. 

2.  Consider  pretreatment  with  Diamox,  250  mg  BID,  when  rapid  ascent  to  altitudes 
above  8,000  feet  may  occur 

3.  Preceded  by  6-12  hour  latent  period  after  ascent. 

4.  Can  avoid  onset  by  limiting  initial  ascent  to  no  higher  than  8,000  ft.,  then  1 ,000  ft. 
per  day  thereafter. 

5.  A  specific  acute  mountain  sickness  prophylaxis  protocol  may  already  exist  at  your 
location. 


SIGNS  AND  SYMPTOMS: 


1 .  Generally  benign  and  self-limited,  but  symptoms  may  become  debilitating. 

2.  Headache 

3.  Nausea/vomiting 

4.  Insomnia 

5.  No  correlation  with  fitness  level  (likely  genetic  predisposition). 

MANAGEMENT: 


1.  Halt  ascent. 

2.  *  In  a  severe  case  of  AMS  or  if  patient  is  allergic  to  sulfa,  give  Decadron 
(dexamethasone)  10  mg  IM/IV  initially,  followed  by  4mg  IM,  IV,  or  PO  q6h  for  3  days. 

3.  V  Diamox  (acetazolamide)  250  mg  PO  BID  UNLESS  PATIENT  IS  ALLERGIC 
TO  SULFA. 


4.  Tylenol  (acetaminophen)  1000  mg  PO  q6h  for  relief  of  pain.  If  no  response, 

follow  Pain  Management  Protocol. 


5.  WL  1  Zofran  (ondansetron)  4  mg  IV  undiluted  administered  over  2-5  minutes  or  IM 
BID  for  nausea  and  vomiting  or  8  mg  PO,  OR  Phenergan  25  mg  IM/IV/PO. 


6.  Descend  1 ,500  ft.  or  more  for  severe  or  refractory  cases  if  tactically  feasible. 


7.  PO  or  IV  hydration  per  Dehydration  Protocol  PRN 

8. 


DISPOSITION: 

1 .  Most  cases  are  relatively  mild,  resolve  in  2-3  days,  and  do  not  require 
evacuation. 

2.  Remain  vigilant  for  signs  of  HACE  (altered  mental  status  and  ataxia)  or  HAPE 
(dyspnea  at  rest).  See  individual  protocols  for  management  of  these  diseases. 
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Allergic  Rhinitis/  Hay  Fever/  Cold  Like  Symptoms 


SPECIAL  CONSIDERATIONS: 

1 .  History  of  allergies  to  cedar,  mold,  pollen,  etc. 


SIGNS  AND  SYMPTOMS: 

1.  Clear  nasal  drainage 

2.  Pale,  boggy  or  inflamed  nasal  mucosa 

3.  With  or  without  complaints  of  nasal  congestion 

4.  Watery  or  red  eyes 

5.  Sneezing 

6.  No  oral  temperature 


MANAGEMENT: 


1. 

2. 


Pseudoephedrine  (Sudafed),  30  mg  tabs,  2  tabs  every  4-6  hours 

2V  OR  Benadryl  (diphenhydramine)  25  -  50  mg  PO  if  tactically  feasible. 

(Drowsiness  is  a  side  effect.) 


3.  Increase  oral  fluid  intake 


DISPOSITION: 
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Anaphylactic  Reaction 


SPECIAL  CONSIDERATIONS: 

1 .  Acute,  widely  distributed  form  of  shock  which  occurs  within  minutes  of  exposure  to  an 
allergen. 

2.  Primary  causes  include  insect  envenomation,  medications,  and  food  allergies. 

3.  Death  can  result  from  airway  compromise,  inability  to  ventilate,  or  cardiovascular 
collapse. 

4.  The  medic’s  responsibility  is  to  know  if  members  in  the  unit  have  such  a  condition. 
Moreover,  the  medic  most  also  ensure  that  the  member  has  some  sort  of  anaphylaxis  kit 
and  is  trained  to  use  it. 


SIGNS  AND  SYMPTOMS: 

1 .  Wheezing  (bronchospasm) 

2.  Dyspnea 

3.  Stridor  (laryngeal  edema) 

4.  Angioedema 

MANAGEMENT: 


5.  Urticaria,  Hives 

6.  Hypotension 

7.  Cardiac  dysrrhythmias 

8.  Myocardial  ischemia 


1. 


2. 


-V  Epinephrine  is  the  mainstay  of  therapy. 

a.  0.5  mg  (0.5  ml  of  1:1000  IM).  DO  NOT  USE  INTRAVENOUSLY. 

b.  Repeat  one  time  in  five  minutes  if  symptoms  persist 

*  J  Benadryl  (diphenhydramine)  50  mg  IM,  IV,  or  PO 


3.  IV  access  with  normal  saline  TKO  (heplock) 

4.  Decadron  (dexamethasone)  10  mg  IM  or  IV 

5.  Oxygen  (if  available) 

6.  Pulse  oximetry  monitoring 

7.  *  Zantac  (Ranitidine)  150  mg  po  or  50  mg  IV/IM 

un 

8. 


If  severe  respiratory  distress  exists,  aggressive  airway  management  with 
bag-valve-mask  and  airway  adjuncts  (oral  and  nasopharyngeal  airways).  Intubate 
early  if  no  response  to  epinephrine. 

Administer  a  1  to  2  liter  normal  saline  bolus  for  hypotension;  then  titrate  to  establish 
systolic  blood  pressure  >  90  mmHg  or  normal  radial  pulse  if  BP  cuff  not  available. 


DISPOSITION: 

1 .  If  signs  and  symptoms  resolve  completely,  monitor  for  6  hours.  Evacuation  is  not 
required  if  patient  remains  stable. 

2.  Urgent  evacuation  for  severe  cases  not  responsive  to  initial  therapy  or  recurrence 
of  symptoms  during  the  6  hour  observation  period. 


II 
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Asthma  (Reactive  Airway  Disease) 


SPECIAL  CONSIDERATIONS: 

1 .  Pulmonary  disorder  characterized  by  bronchiolar  hyper-responsiveness  and  narrowing  of  the 
distal  airways. 

2.  SOF  patients  may  mask  early  signs  and  symptoms  due  to  physical  fitness,  but  may  suddenly 
worsen. 

3.  Pulse  oximetry  hemoglobin  oxygen  saturation  should  be  greater  than  96%  unless  patient  is  at 
altitude. 

4  Other  disorders  to  consider:  anaphylactic  reaction,  spontaneous  pneumothorax,  HAPE,  and 
pulmonary  embolism. 

5.  May  see  acute  exacerbations  of  asthma  with  changes  in  geographic  locations  due  to  varying 
allergen  levels  in  the  environment. 


SIGNS  AND  SYMPTOMS: 

1 .  Wheezing 

2.  Dyspnea 

3.  Respiratory  distress 

MANAGEMENT: 


times 


Albuterol  (metered  dose  inhaler  -  works  better  with  use  of  spacer)  2  to  3  puffs  q5  min  for  3 


2. 

3. 

4. 

5. 

6. 

7. 

8. 


IF  THERE  IS  NO  RESPONSE  TO  ALBUTEROL,  Epinephrine  0.5  mg  (0.5  ml  of  1:1000 
solution)  IM  (DO  NOT  INJECT  INTRAVENOUSLY).  May  repeat  one  dose  in  5-10  minutes. 

IV  access  with  saline  lock 

Decadron  (dexamethasone)  10  mg  IV  or  IM 

Oxygen  (if  available) 

Pulse  oximetry  monitoring 


HP 


Field  intubation  is  not  indicated  for  this  disorder  unless  respiratory  arrest  occurs. 

If  there  is  superimposed  fever,  chest  pain,  and  cough,  treat  per  Pneumonia  protocol. 


DISPOSITION: 

1 .  If  the  patient  responds  to  management,  observe  for  4  hours  and  then  return  to  duty  if  there  is 
decreased  wheezing  upon  auscultation,  increased  ease  of  respiration,  and  normal  oxygen 
saturation. 

2.  If  Returned  To  Duty,  continue  Albuterol  (2  puffs  every  6  hours  and  re-evaluate  in  24  hours. 
Repeat  Decadron  10  mg  IM  qd  for  4  days  if  symptoms  recur. 

3.  If  poor  response  to  therapy,  arrange  Urgent  evacuation. 
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Back  Pain  (Acute,  Musculoskeletal,  Severe) 


SPECIAL  CONSIDERATIONS: 

1 .  Usually  there  is  a  previous  history  of  back  pain. 

2.  Generally  musculoskeletal  in  etiology. 

3.  Often  associated  with  heavy  lifting  or  unaccustomed  physical  activity. 


SIGNS  AND  SYMPTOMS: 

1 .  Onset  of  acute  back  pain  -  often  poorly  localized. 

2.  Pain  worsens  with  movement. 

3.  Pain  radiating  down  one  of  the  legs  is  usually  caused  by  a  herniated  intervertebral  disc. 

4.  Lack  of  neurological  involvement : 

A.  No  weakness 

B.  No  numbness 

C.  No  bowel  or  bladder  dysfunction 

5.  Pain  is  often  severe  and  debilitating. 

MANAGEMENT: 


1 .  Tylenol  (acetaminophen)  1000  mg  PO  q6h  for  relief  of  pain.  If  no  response,  follow 
Pain  Management  Protocol. 

2.  Apply  cold  compress  to  painful  area  for  20-25  minutes  TID,  followed  by  stretching. 


3.  Trigger  point  injections  with  local  anesthestic  (if  trained).  Lidocaine,  1-2  cc  per 
trigger  point.  May  repeat  daily  for  2  days. 

4.  If  the  above  therapy  is  unsuccessful  after  24  hours,  consider  using  Valium 
(diazepam)  10  mg  IM/  IV.  Repeat  once  in  6-8  h  if  needed. 

5.  Minimize  activity  initially,  but  encourage  a  gradual  return  to  full  mobility  as  soon  as  tolerated. 

6.  Avoid  high  impact  exercises  (vigorous  calisthenics)  or  other  vigorous  exercise  until  fully 
recovered. 


7.  If  back  pain  is  accompanied  by  fever  and/or  urinary  symptoms,  treat  as  per  Flank  Pain 
Protocol. 


DISPOSITION: 

1 .  Evacuation  is  often  not  required  if  the  back  pain  responds  to  therapy. 

2.  Routine  evacuation  for  severe  cases  not  responding  to  therapy. 

3.  Urgent  evacuation  for  patients  with  neurological  involvement  (other  then  pain) 

A.  Weakness 

B.  Bowel  or  bladder  dysfunction 

C.  Anesthesia 


13 


35 


Winter  2007  Supplement 


Bronchitis/Pneumonia 


SPECIAL  CONSIDERATIONS: 

1 .  Consider  also  high  altitude  pulmonary  edema  (HAPE)  at  high  altitudes. 

2.  Consider  also  pulmonary  embolism  (PE)  and  pneumothorax  (fever  and  productive 
cough  are  atypical  for  these). 

3.  Patient  may  already  be  on  doxycycycline  for  malarial  prophylaxis.  Therefore, 
assume  causative  organism  to  be  doxycycline  resistant. 


SIGNS  AND  SYMPTOMS: 

1.  Fever 

2.  Productive  cough,  especially  with  dark  yellow,  red  tinged,  or  greenish  sputum 

3.  Chest  pain 

4.  Rales  may  be  present  and  breath  sounds  may  be  decreased  over  the  affected  lung. 

5.  Dyspnea  may  be  present  in  severe  cases. 


MANAGEMENT: 


Mild  cases:  Zithromax  (azithromycin)  500  mg  PO  first  dose  and  then  250  mg 
QD  for  4  days  OR  Moxifloxacin  400  mg  PO  QD  for  5  days 


2. 

3. 

4. 


Severe  Cases:  Add  Ertapenem  1  gm  IV/IM  OR  3rd  Generation  Cephalosporin 
IV  Rocephin  (ceftriaxone)  1  gm  qd  IV 


=  Albuterol  by  metered  dose  inhaler  2  to  4  puffs  q4  to  6h 


11  }  Tylenol  (acetaminophen)  1000  mg  PO  q6h  PRN  pain  and/or  fever  or  Pain 
Management  Protocol 


5.  Pulse  oximetry  monitoring 

6.  Oxygen  for  hypoxic  patients  (if  available) 

7.  Descend  1 ,500  -  3,000  ft.  if  at  high  altitude 


DISPOSITION: 

1 .  Urgent  evacuation  for  severe  dyspnea. 

2.  Priority  evacuation  otherwise. 
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Cellulitis 


SPECIAL  CONSIDERATIONS: 

1 .  Superficial  bacterial  skin  infection 

2.  Often  secondary  to  trauma  or  scratching  other  skin  lesions 

3.  Generally  begins  about  24  hours  following  a  break  in  the  skin,  but  more  serious 
types  of  cellulitis  may  be  seen  as  early  as  6-8  hours  following  animal  or  human 
bites. 


SIGNS  AND  SYMPTOMS: 

1.  A  painful,  erythematous,  slightly  raised  plaque  with  well-demarcated  borders  is  seen. 

2.  Fever  may  or  may  not  be  present. 

3.  Typically,  erythema  spreads  without  treatment. 

4.  Rapidly  spreading  and  very  painful  infections  suggest  the  possibility  of  necrotizing 
fasciitis,  a  life-threatening  infection  of  the  deeper  tissues,  and  should  be  treated  per 
the  bacterial  Sepsis  protocol. 


MANAGEMENT: 


1. 


Moxifloxacin  400  mg  PO  QD  x  10  days  OR  Zithromax  pack 


2.  Clean  and  dress  wound  and  surrounding  area. 


3.  Use  a  marker  to  demarcate  the  border  of  the  infection  and  re-evaluate  in  24  hours. 


4. 

5. 


If  possible,  limit  activity  until  infection  clears. 


For  cellulitis  not  responding  to  above  therapy,  use  Ertapenem  Igm  IV/IM  QD 
OR  3rd  generation  Cephalosporin  and  continue  with  PO  (Moxifloxacin  400  mg  po  qd 
OR  Zithromax  Pack). 


6.  Follow  Pain  Management  Protocol. 


DISPOSITION: 

1 .  Re-evaluate  daily  and  watch  for  progression  of  erythema  while  on  antibiotics. 

2.  Typically  evacuation  is  not  needed,  but  Priority  evacuation  should  be  initiated  if 
improvement  is  not  seen  within  24-48  hours  or  if  infection  continues  to  worsen  on 
antibiotics. 
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Chest  Pain  of  Possible  Cardiac  Origin 


SPECIAL  CONSIDERATIONS: 

1 .  This  treatment  protocol  assumes  no  access  to  ACLS  monitoring  and  defibrillation 
equipment. 

2.  The  Special  Operations  Combat  Medic  (SOCM)  typically  does  not  carry  most 
ACLS  medications  when  deployed  in  tactical  operational  environments. 

3.  Myocardial  infarctions  (heart  attacks)  usually  occur  in  patients  over  40,  but  may 
occasionally  be  seen  in  younger  individuals. 

4.  Beta  blockers  were  also  not  felt  to  significantly  improve  likely  outcome  in  the 
tactical  setting. 


SIGNS  AND  SYMPTOMS: 

1.  H/O  hypertension,  diabetes,  smoking,  elevated  cholesterol,  obesity,  family  history  of 
Ml  at  a  young  age  are  all  risk  factors. 

2.  Substernal  chest  pain  which  may  radiate  to  left  arm  or  jaw. 

3.  Pain  often  described  as  pressure  or  squeezing. 

4.  Dyspnea 

5.  Diaphoresis  (sweating) 


MANAGEMENT: 


1 .  v  Aspirin  (ASA)  325  mg  -  chew  to  speed  absorption 

2.  IV  access 

3. 


*  J  Morphine  sulfate  4  mg  IV  initially,  then  2  mg  q5-15min  as  needed  for  pain 
relief 


4.  Oxygen  (if  available) 

5.  Pulse  oximetry  monitoring 


DISPOSITION: 

1 .  Urgent  evacuation 

2.  The  evacuation  package  should  include  personnel  certified  in  ACLS  and  an 
evacuation  platform  with  ACLS  equipment  and  medications. 


16 


38 


Journal  of  Special  Operations  Medicine 


Constipation/Fecal  Impaction 


SPECIAL  CONSIDERATIONS: 

1 .  Often  seen  with  change  of  rations  in  the  field. 

2.  Differential  diagnosis  includes  acute  appendicitis,  volvulus,  ruptured  diverticulum, 
bowel  obstruction,  and  pancreatitis. 

3.  Acute  onset,  severe  pain,  point  tenderness,  and  fever  point  to  etiologies  other 
than  constipation  and  fecal  impaction. 


SIGNS  AND  SYMPTOMS: 

1 .  A  recent  history  of  infrequent  passage  of  hard,  dry  stools  or  straining  at  defecation. 

2.  Abdominal  pain,  which  is  typically  poorly  localized  with  cramping. 

3.  If  pain  becomes  severe  and  is  associated  with  nausea/vomiting  and  complete  lack  of 
flatus  or  stools,  consider  a  bowel  obstruction. 

MANAGEMENT: 


1. 

2. 


Dulcolax  (bisacodyl)  10  mg  PO  TID  as  needed  to  initiate  bowel  movement 

*  Tylenol  (acetaminophen)  1000  mg  PO  q6h  for  relief  of  pain  (no  narcotics  - 
they  cause  constipation) 

For  impacted  stool  or  no  relief  with  above  measures,  give  normal  saline  enema  with 
500  ml  per  rectum  (use  lubricated  IV  tubing). 

If  above  measures  fail,  perform  digital  rectal  examination  to  check  for  fecal 
impaction.  If  fecal  impaction  is  present,  perform  digital  disimpaction,  if  trained. 


5.  Increase  PO  fluid  intake. 

6. 

7.  Consider  parasitic  infecitions. 


Increase  fiber  (fruits,  bran,  and  vegetables)  in  diet  if  possible. 

m* 


DISPOSITION: 

1 .  Evacuation  is  usually  not  required  for  this  condition. 

2.  Routine  evacuation  if  there  is  no  response  to  therapy. 

3.  If  severe  pain,  rigid  board-like  abdomen,  fever,  and/or  rebound  tenderness 
develop,  and  moderate  to  large  amounts  of  blood  are  present  in  the  stool,  then 
treat  per  the  Surgical  Abdomen  protocol. 
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Contact  Dermatitis  (Poison  Ivy  and  Oak) 


SPECIAL  CONSIDERATIONS: 

1 .  Insect  bite(s)  as  a  differential  diagnosis  -  are  also  accompanied  by  itching,  but 
have  discrete  red  popular  lesions(s). 

2.  Cellulitis  as  a  differential  diagnosis-  is  bright  red,  painful,  not  pruritic,  and  typically 
becomes  steadily  worse  without  antibiotics. 

3.  Fungal  infection  as  a  differential  diagnosis  -  is  not  always  pruritic;  infections 
sites(s)  slowly  enlarge  without  therapy. 

4.  Effects  are  particularly  dangerous  if  there  is  contact  in  or  around  the  eyes. 


SIGNS  AND  SYMPTOMS: 

1 .  Acute  onset 

2.  Skin  erythema 

3.  Intense  itching  (pruritis) 

4.  May  see  edema,  papules,  vesicles,  bullae,  discharge,  and/or  crusting. 


Management: 

1.  Change  clothes  when  possible  and  bag  original  clothes  until  they  can  be  machine 
washed. 


2.  Wash  area  with  mild  soap  and  water  to  remove  resin  from  skin. 

3.  Apply  cold  wet  compress  to  affected  area  to  help  decrease  itching. 

1,1  If  available,  apply  1  %  hydrocortisone  cream  to  the  affected  area  and  cover 
with  a  dry  dressing  to  help  prevent  spread  to  other  parts  of  the  body  or  clothing. 


4. 


5. 


In  severe  cases,  Decadron  10  mg  IM  daily  for  5  days,  PRN. 


DISPOSITION: 

1 .  Evacuation  is  not  needed  for  mild  cases. 

2.  Priority  evacuation  for  severe  symptoms,  intra-oral  or  eye  involvement,  or  >50% 
body  surface  area  (BSA)  involvement  care. 

3.  Monitor  for  secondary  infection;  treat  as  per  Cellulitis  Protocol  if  suspected  on  the 
basis  of  increasing  pain,  redness,  or  purulent  crusting. 
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Corneal  Abrasions,  Corneal  Ulcers,  Conjunctivitis 


SPECIAL  CONSIDERATIONS: 

1 .  Contact  lens  corneal  abrasions  are  at  a  high  risk  for  development  of  a  corneal  ulcer.  They 
should  not  be  patched  and  require  more  intensive  antibiotic  therapy. 

2.  Consider  LASIK  Flap  dislocation  for  anyone  that  sustains  eye  trauma  after  LASIK 
surgery. 


SIGNS  AND  SYMPTOMS: 

1 .  History  of  eye  trauma  or  contact  lens  wear 

2.  Eye  pain  -  typically  becoming  worse  over  several  days 

3.  Eye  redness 

4.  Tearing 

5.  Blurred  vision 

6.  Light  sensitivity 

7.  Fluorescein  positive  (bright  yellow  area  of  the  cornea  after  applying  fluorescein  and 
examining  the  eye  with  a  cobalt  blue  light  source) 

8.  White  or  gray  spot  on  cornea  (usually  need  tangential  penlight  exam  to  see)  for  corneal 
ulcer 

9.  For  sudden  onset  of  eye  pain  after  trauma  in  a  patient  after  LASIK  surgery,  consider  LASIK 
flap  dislocation 


MANAGEMENT: 


1. 

2. 

3. 

4. 

5. 

6. 
7. 


Remove  contact  lens  if  worn. 

Tetracaine  0.5%,  2  drops  in  the  affected  eye  for  pain  relief.  Do  not  dispense  to 
patient. 

Check  for  foreign  body  to  include  eyelid  eversion. 

<Hr: 

Zymar  (gatifloxacin)  0.3%  drops  -  1  drop  in  the  affected  eye  qid  while  awake. 


*  Tylenol  (acetaminophen)  1000  mg  PO  q6h  PRN  pain  or  Pain  Management  Protocol 

Reduce  light  exposure,  stay  indoors  if  possible  -  sunglasses  if  not. 

For  corneal  abrasions:  monitor  daily  for  worsening  signs  and  symptoms  of  a  corneal  ulcer 
(increasing  pain  and  development  of  a  white  or  grey  spot  at  abrasion  site).  DO  NOT 

PATCH. 


8.  Check  with  fluorescein  drops  daily — abrasions  should  get  progressively  smaller.  Continue 
antibiotic  drops  until  24  hours  after  cornea  becomes  fluorescein  negative  (no  bright  yellow 
spot). 

9.  IF  CORNEAL  ULCER  PRESENT:  Increase  Zymar  to  q2h  and  priority  evacuation. 


DISPOSITION: 

1 .  Evacuation  may  not  be  needed  for  corneal  abrasion  if  improving  with  treatment. 

2.  Priority  evacuation  for  Corneal  Ulcer 

3.  Urgent  evacuation  for  LASIK  Flap  dislocation. 
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Cough 


SPECIAL  CONSIDERATIONS: 

1 .  Usually  viral  etiology,  but  may  also  occur  with  high  altitude  pulmonary  edema 
(HAPE)  and  pneumonia. 


SIGNS  AND  SYMPTOMS: 

1 .  Cough  with  or  without  scant  sputum  production. 

2.  Often  accompanied  by  other  signs  and  symptoms  of  upper  respiratory  tract  infection 
(i.e.  sore  throat  and  rhinorrhea). 


MANAGEMENT: 

1 .  Treat  symptomatically  (using  Cepacol  lozenges  or  other  appropriate  medications) 
when  the  findings  on  history  and  physical  do  not  suggest  pneumonia. 


Albuterol  Metered  Dose  Inhaler  3-4  puffs  q4h  may  also  help  control  coughing 


3.  Force  PO  hydration. 

4.  Avoid  respiratory  irritants  (smoke,  aerosols,  etc). 


DISPOSITION: 

1.  Evacuation  is  usually  not  required. 

2.  Treat  as  Pneumonia  if  accompanied  by  fever,  chest  pain,  dyspnea,  and /  or 
colored  sputum  (green,  dark  yellow  or  red-tinged). 
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Cutaneous  Abscess 


SPECIAL  CONSIDERATIONS: 

Do  not  attempt  l&D  in  the  tactical  setting  unless: 

A.  The  abscess  is  clearly  red,  hot,  and  tender  to  the  touch. 

B.  The  abscess  is  on  a  location  other  than  eyelid,  neck,  or  face  and  is 
superficial. 

C.  Local  anesthesia  with  lidocaine  1%  without  epinephrine  is  available. 


SIGNS  AND  SYMPTOMS: 

1.  Pain 

2.  Erythema 

3.  Warmth 

4.  Tenderness 

5.  Swelling 

6.  Fluctuant  Mass 

7.  Induration 


MANAGEMENT: 


1 .  For  cellulitis  without  abscess,  follow  Cellulitis  Protocol. 

2.  Incise  and  drain  (l&D)  if  discomfort  is  severe: 

A.  Establish  sterile  incision  site  with  betadine. 

B.  Local  anesthesia  using  Lidocaine  1%  without  epinephrine. 

C.  Incise  with  scalpel  making  an  opening  no  larger  than  necessary  to  allow  purulent 
material  to  drain  freely. 

D.  Incision  should  be  parallel  to  skin  tension  lines  if  feasible. 

E.  On  initial  treatment,  leave  wound  open  and  pack  tightly  with  iodoform  gauze,  if 
available.  On  subsequent  dressings,  wick  the  wound.  DO  NOT  SUTURE  THE 
SITE. 


3.  Bandage  over  site  with  wound  checks  daily 


4.  14  Moxafloxacin  400  mg  po  qd  x  10  days  OR  Zithromax  pack 


DISPOSITION: 

1 .  Evacuation  is  usually  not  required. 

2.  Return  To  Duty  with  appropriate  wound  management  precautions. 

3.  Infection  precautions  and  daily  checks  of  wounds  site. 

4.  If  condition  is  worsening  (spreading  erythema,  increasing  pain,  fever)  then  patient 
needs  to  be  treated  as  per  Cellulitis  Protocol  and  evacuate  as  Priority. 
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Deep  Venous  Thrombosis  (DVT) 


SPECIAL  CONSIDERATIONS: 

1 .  DVT  is  a  potentially  life  threatening  condition,  in  which  a  clot  is  present  in  the 
large  veins  of  a  leg.  This  clot  may  dislodge  and  become  localized  in  the 
pulmonary  system  (pulmonary  embolism). 

2.  May  occur  in  young  adults  secondary  to  trauma,  long  airplane  rides,  altitude 
exposures,  and  genetic  predisposition. 

3.  Low  dose  anticoagulants  acceptable  here  because  of  rapid  evacuation  to  medical 
treatment  facility. 

4.  May  be  confused  with  a  ruptured  Baker’s  cyst  in  a  tactical  setting. 


SIGNS  AND  SYMPTOMS: 

1 .  History  of  preceding  air  travel,  trauma,  birth  control  pill  use  (especially  smokers),  or 
family  history  of  DVT 

2.  Defined  as  an  occluding  thrombus  (blood  clot)  in  the  deep  venous  drainage  system. 

3.  Usually  seen  in  the  lower  extremities  but  may  occur  in  any  of  the  deep  veins 

4.  Pain  and  swelling  in  the  lower  extremities  (often  the  calf  muscles). 

5.  May  have  palpable  venous  "cord” 

6.  Warmth  over  affected  area 

7.  Increased  pain  in  the  affected  calf  muscles  with  dorsiflexion  of  the  foot 

MANAGEMENT: 

1 .  Monitor  patient  with  pulse  oximetry  (sudden  decrease  in  oxygen  saturation  suggests 
a  pulmonary  embolism.) 

2.  v*-  ASA  325  mg  po 

3.  For  associated  respiratory  distress  see  Pulmonary  Embolus  Protocol. 

4.  Immobilize  the  affected  extremity. 


DISPOSITION: 

1 .  Priority  evacuation  if  no  respiratory  distress. 

2.  Urgent  evacuation  If  respiratory  distress  and  chest  pain  develop  or  are  present 
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Dehydration 


SPECIAL  CONSIDERATIONS: 

1.  Troops  in  the  field  are  often  chronically  dehydrated. 

2.  Prolonged  missions,  acute  diarrhea  (gastroenteritis),  viral/bacterial  infections,  and 
environmental  factors  (heat  stress  or  working  hard)  all  may  exacerbate  the 
dehydration. 

3.  May  also  occur  in  cold  or  high  altitude  environments  due  to  low  humidity  and  low 
availability  of  water. 


SIGNS  AND  SYMPTOMS: 

1.  Lightheadedness  (worse  with  sudden  standing) 

2.  Mild  headache  (especially  in  the  morning) 

3.  Dry  mucosa  (mouth,  nose,  and  eyes) 

4.  Decreased  urinary  frequency  and  volume 

5.  Dark  urine 

6.  Degradation  in  performance 

7.  Poor  skin  turgor 

MANAGEMENT: 

1 .  Increase  oral  fluids  if  tolerated. 

A.  Use  carbohydrate/electrolyte  drink  mixes  for  fluid  replacement  if  available. 
However,  use  a  dilute  solution  (1:4)  to  avoid  an  osmotic  shift  due  to  high 
sugar/salt  load. 

B.  If  water  is  to  be  used  as  a  replacement  fluid,  add  rehydration  packets  if  available. 

2.  If  unable  to  tolerate  PO  fluids,  use  normal  saline  (NS)  IV  for  rehydration.  Use  an 
initial  bolus  of  1  liter  NS,  followed  by  attempted  PO  hydration.  If  unable  to  tolerate 
PO  hydration  repeat  1  liter  bolus  of  NS. 

3.  If  NS  is  not  available,  use  available  IV  fluids  (Ringer’s,  Hespan,  Hextend,  etc.) 

4.  If  nausea,  vomiting,  and/or  diarrhea  are  present,  treat  per  the  Gastroenteritis 
Protocol. 

5.  Switch  to  PO  fluids  when  tolerated. 


DISPOSITION: 

1 .  Monitor  closely  for  recurrence  of  dehydration. 

2.  If  signs  and  symptoms  resolve  with  treatment,  no  evacuation  is  needed. 

3.  If  dehydration  persists,  Priority  evacuation. 

4.  Heat  stroke  requires  Priority  evacuation. 
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Epistaxis 


SPECIAL  CONSIDERATIONS: 

1 .  Common  at  altitude  and  in  desert  environments  due  to  mucosal  drying. 

2.  May  be  anterior  or  posterior 

3.  Posterior  epistaxis  may  be  difficult  to  stop  and  may  cause  respiratory  distress  due 
to  blood  flowing  into  the  airway.  This  type  of  epistaxis  is  uncommon  in  young 
healthy  adults.  It  is  more  commonly  seen  in  older,  hypertensive  patients. 


SIGNS  AND  SYMPTOMS: 


1.  Nosebleed 

2.  Often  previous  H/O  nosebleeds 


MANAGEMENT: 

- 7 - 

1.  ^  Afrin  (oxymetazoline)  nasal  spray  2  squirts  in  each  nostril  then  pinch  anterior 

area  of  nose  firmly  for  full  10  minutes  WITHOUT  RELEASING  PRESSURE 


2. 


IF  BLEEDING  CONTINUES: 


A.  Insert  Afrin-soaked  nasal  sponge  bilaterally  along  floor  of  nasal  cavity.  Continue 
pinching  the  nose  just  below  the  nasal  bridge,  for  10  minutes. 


Once  bleeding  has  stopped,  remove  the  Afrin  nasal  sponge  (after  30  minutes) 
and  apply  Bactroban  to  the  affected  nostril  2-3  times  per  day. 


4.  Clear  airway  of  clots  and  other  material  (if  required)  by  having  patient  sit  up,  lean 
forward,  and  blow  his/her  nose. 


5.  IV  access  via  saline  lock  or  NS  TKO  if  indicted  by  severity  of  nose  bleed. 

6.  IF  BLEEDING  CONTINUES 

A.  Prepare  14  French  Foley  catheter  (Tip  is  cut  to  minimize  distal  irritation) 

B.  Advance  catheter  along  floor  of  nose  (straight  in)  until  visible  in  mouth 

C.  Fill  balloon  with  5  cc  of  normal  saline 

D.  Retract  catheter  until  well  opposed  to  posterior  nasopharynx. 

E.  Add  another  5  cc  of  normal  saline  to  balloon 

F.  Clamp  in  place  without  using  excessive  anterior  pressure 

G.  *  Moxifloxacin  400  mg  po  qd  until  packing  is  removed. 

H  LEAVE  BALLOON  AND  PACKING  IN  PLACE  FOR  72  HOURS. 


DISPOSITION: 

1 .  Evacuation  may  not  be  required  if  epistaxis  is  mild,  anterior,  and  resolves  with 
treatment. 

2.  Priority  evacuation  for  severe  epistaxis  not  responding  to  therapy  or  if  Foley 
catheter  is  used. 
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Flank  Pain 


SPECIAL  CONSIDERATIONS: 

1 .  May  be  associated  with  testicular  torsion.  Assure  normal  external  GU  exam  first. 

2.  May  be  associated  with  pyelonephritis. 


SIGNS  AND  SYMPTOMS: 

1.  Flank  pain 

2.  Flank  pain  radiating  to  testicles 

3.  Back  pain 

4.  Nausea/vomiting 

5.  Hematuria 

6.  Urinary  retention 

MANAGEMENT: 

1 .  IV  hydration  with  normal  saline.  Give  1 ,000  ml  over  1  hour  and  then  250  ml/hour. 

2.  Zofran  (ondansetron)  4  mg  IV  undiluted  administered  over  2  to  5  minutes  or 
IM  BID  for  nausea  and/  or  vomiting  for  nausea  and  vomiting  OR  Phenergan  25  mg 
IM/IV/PO 

Morphine  5-10  mg  IV  or  IM  or  per  Pain  Management  Protocol 
If  febrile,  give  Rocephin  1  gm  IV  q  24  h. 


DISPOSITION: 

Priority  evacuation 
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Fungal  Skin  Infection 


SPECIAL  CONSIDERATIONS: 

1 .  Insect  bite(s),  eczema,  and  contact  dermatitis  are  in  the  differential  diagnosis  -  are 
also  accompanied  by  itching,  but  have  discrete  red  popular  lesions(s). 

2.  Cellulitis  as  a  differential  diagnosis-  is  bright  red,  painful,  not  pruritic,  and  typically 
becomes  steadily  worse  without  antibiotics. 

3.  Acute  contact  dermatitis  as  a  differential  diagnosis  -  is  diagnosed  by  sudden 
onset  of  intense  itching,  skin  erythema,  and  a  history  of  environmental  exposure. 

4.  Poison  Ivy  and  Oak  as  a  differential  diagnosis  -  skin  erythema  present  and  is 
intensively  pruritic. 


SIGNS  AND  SYMPTOMS: 

1.  Skin  erythema 

2.  Pruritis  is  variable 

3.  Slow  spreading 

4.  Borders  of  the  erythematous  plaques  are  generally  irregular  and/or  circumferential. 

5.  Often  initially  diagnosed  as  contact  dermatitis  but  gets  worse  with  use  of  steroids 
(those  without  antifungal  agent  added). 

6.  Most  common  sites  of  infection  are  feet  ("athlete’s  foot”  or  tinea  pedis),  groin  (“jock 
itch”  or  tinea  cruris),  scalp  (tinea  capitus),  and  torso  or  extremities  (“ring  worm”  or 
tinea  corporis). 


MANAGEMENT: 

1 .  V-  Use  Diflucan  (fluconazole)  150  mg  PO  once  per  week  for  four  weeks  (total  of 
four  doses  in  the  absence  of  a  cure,  or  1  dose  after  clinically  clear).  If  not  resolved 
after  4  weeks,  refer  to  Physician. 

2.  Clean  rigorously  with  soap  without  injuring  the  skin. 


DISPOSITION 

Evacuation  is  usually  not  required  for  this  condition. 
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Gastroenteritis 


SPECIAL  CONSIDERATIONS: 

1 .  Etiology  of  acute  diarrhea  is  often  viral,  but  bacterial  or  parasitic  infections  are 
common  in  the  deployed  environment. 

2.  Emerging  fluoroquinolone  resistance  among  enteropathogenic  E.  Coli  and 
Campylobacter  makes  azithromycin  the  new  primary  agent  for  therapy. 

3.  Consider  antibiotic-related  diarrhea  if  on  antibiotics  at  onset. 

4.  Consider  parasitic  infection  is  symptoms  persist  for  3  or  more  days. 

5.  Must  rule  out  malaria  if  fever  and  Gl  symptoms  exist  in  a  malarious  area. 


SIGNS  AND  SYMPTOMS: 


1 .  Acute  onset  of  nausea,  vomiting,  and  diarrhea 

2.  Fever  may  or  may  not  be  present 


Management: 

1.  R  Imodium  (loperamide)  4  mg  PO  initially,  then  2  mg  PO  after  every  loose  bowel 
movement  with  a  maximum  dose  of  1 6  mg  per  day 


2. 

3. 


Do  not  use  Imodium  in  the  presence  of  fever  or  bloody  stools. 
Moxifloxacin  400  mg  po  qd  x  3  days  OR  Zithromax  pack. 


4.  If  allergic,  use  Doxycycline  100  mg  po  bid  for  7  days. 

5.  -  V  Zofran  (ondansetron)  4  mg  IV  undiluted  administered  over  2-5  minutes  or  IM 
BID  for  nausea  and/or  vomiting  OR  Phenergan  25  mg  IV/IM/PO 


6.  Orally  hydrate  with  carbohydrate/  electrolyte  fortified  fluids  if  tolerated.  Use  normal 
drinking  water  as  a  secondary  fluid  replacement  if  CHO/  electrolyte  fluids  are  unavailable. 
Add  electrolyte  rehydration  packages  to  water  if  available. 


7.  IV  rehydration  using  normal  saline  if  intolerant  of  oral  fluids;  titrate  fluid  intake  to  regain 
normal  urination  frequency,  urine  color,  and  good  skin  turgor. 

8.  If  diarrhea  lasts  for  over  3  days  treat  the  patient  as  having  Giardia  (also 
effective  treatment  for  amebiasis),  and  give  Flagyl  (metronidazole)  500  mg  PO  TID 
for  10  days. 

DISPOSITION: 

1 .  Evacuation  is  usually  not  required  if  the  condition  responds  to  therapy. 

2.  If  dehydration  occurs  despite  above  therapy,  evacuate  as  Priority. 

3.  If  severe,  persistent  diarrhea  occurs  after  5-1 0  days  of  antibiotics,  evacuate  as 
Priority. 

4.  Grossly  bloody  stools  or  circulatory  compromise  requires  Urgent  evacuation. 

5.  Monitor  hydration  status  by  observing  urinary  frequency,  urine  color,  and  skin 
turgor. 
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Headache 


SPECIAL  CONSIDERATIONS: 

1 .  A  common  and  usually  benign  disorder 

2.  The  differential  diagnosis  for  the  acute  headache  is  large  and  includes  disorders 
that  encompass  the  spectrum  of  minor  to  severe  underlying  disorders. 

3.  Exposure  to  smokeless  propellants  containing  nitrates  or  other  battlefield  toxins 
from  fumes  may  cause  acute  headaches. 

4.  Consider  altitude  sickness,  intracranial  bleeds  or  meningitis  . 


SIGNS  AND  SYMPTOMS: 

1 .  If  the  headache  is  atypical  for  the  patient,  check  for  elevated  blood  pressure  (if 
possible),  fever,  neck  rigidity,  visual  symptoms,  mental  status  changes,  neurological 
weakness,  and  hydration.. 

2.  If  the  patient  has  fever,  nuchal  rigidity,  photophobia,  petechial  rash,  or  nausea  and 
vomiting,  proceed  to  the  Meningitis  Protocol. 

Management: 


1.  Tylenol  (acetaminophen)  1000  mg  PO  q6h  for  relief  of  pain.  If  no  response, 

follow  Pain  Management  Protocol. 


2.  5  If  headache  is  accompanied  by  nausea  &  vomiting,  use  Zofran  (ondansetron) 

4  mg  IV  undiluted  administered  over  2-5  minutes  or  IM  BID  OR  Phenergan  25  mg 
IM/IV/PO  . 


3.  Oxygen  (if  available)  and  if  other  therapies  ineffective 

4.  PO  or  IV  hydration  if  dehydration  is  suspected  as  a  cause 

5.  If  at  altitude,  consider  acute  mountain  sickness  (AMS)  and  treat  accordingly. 


DISPOSITION: 

1 .  Evacuation  is  usually  not  required  if  the  headache  responds  to  therapy. 

2.  Acute  headache  in  the  presence  of  fever,  severe  nausea  and  vomiting,  mental 
status  changes,  focal  neurological  signs,  or  preceding  seizures,  loss  of 
consciousness,  or  a  history  of  “it’s  the  worst  headache  in  my  life"  constitutes  a 
true  emergency  and  requires  Urgent  evacuation.  Also  consider  Urgent  evacuation 
for  anyone  without  a  prior  history  of  headaches  if  their  pain  is  severe. 

3.  If  described  as  the  “worst  headache  in  my  life”,  consider  antibiotic  treatment  per 
Meningitis  Protocol. 
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High  Altitude  Cerebral  Edema  (HACE) 


SPECIAL  CONSIDERATIONS: 

1.  Rare  below  1 1 ,500  ft. 

2.  Headache  is  common  at  altitude.  Ataxia  and  altered  mental  status  at  altitude  are 
HACE  until  proven  otherwise. 

3.  A  specific  HACE  treatment  protocol  may  already  exist  at  your  location. 


SIGNS  AND  SYMPTOMS: 

1.  Unsteady,  wide,  and  unbalanced  (ataxic)  gait 

2.  Altered  mental  status 

3.  Headache 

4.  Nausea  and  vomiting 

5.  Hallucinations 

6.  Disorientation 

7.  Typically  preceded  by  AMS  signs  and  symptoms 

8.  Cranial  nerve  palsy 

9.  Hemiparesis 

10.  Stupor 

1 1 .  Unconsciousness 


MANAGEMENT: 


1. 

2, 

3. 

4. 


The  only  effective  treatment  is  descent.  Immediately  descend  at  least  1000  ft.  or 
until  symptoms  subside 

*^5=3, 

*  Decadron  (dexamethasone)  10  mg  IM  /  IV  initially,  then  4mg  IV  /  IM  q6h 
14  Diamox  250  mg  po  bid 


Oxygen  if  available 


5. 

6. 


Pulse  oximetry  monitoring 


Individuals  with  HACE  should  not  be  left  alone  and  especially  not  be  allowed 
to  descend  alone. 


7.  If  available,  use  a  GAMOW  bag  in  1  hour  treatment  sessions  with  bag  inflated  to  a 
pressure  of  2  psi  (approximately  100  mm  Hg)  above  ambient  pressure.  Four  or  five 
sessions  are  typical  for  effective  treatment. 


DISPOSITION: 

Urgent  evacuation 
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High  Altitude  Pulmonary  Edema  (HAPE) 


SPECIAL  CONSIDERATIONS: 

1 .  Caused  by  the  hypoxia  of  altitude,  HAPE  is  the  most  common  cause  of  death 
from  altitude  illness. 

2.  Usually  occurs  above  8,000  ft.;  respiratory  distress  at  high  altitude  is  HAPE  until 
proven  otherwise. 

3.  A  specific  HAPE  treatment  protocol  may  already  exist  at  your  location 


SIGNS  AND  SYMPTOMS: 

1.  Shortness  of  breath 

2.  Dry  cough 

3.  Dyspnea  at  rest 

4.  Symptoms  of  AMS 

5.  Late  symptoms  include: 

A.  Gurgling  on  auscultation 

B.  Blood  tinged  sputum  (hemoptysis) 

C.  Generalized  weakness 

D.  Severe  respiratory  distress 

E.  Orthopnea 

MANAGEMENT: 

1.  The  only  effective  treatment  is  immediate  descent.  Descend  at  least  1000  ft.  or  until 
symptoms  subside. 

2.  Pulse  oximetry  monitoring 


Decadron  (dexamethasone)  10  mg  IV/  IM  initially,  then  4mg  q6h 


Nifedipine  10  mg  PO;  repeat  q  8  h  if  blood  pressure  is  stable. 

5.  Oxygen  6-10  liters/min  if  available 

6.  If  immediate  descent  is  not  tactically  feasible,  and  if  a  GAMOW  bag  is  available,  use 
a  GAMOW  bag  in  1  hour  treatment  sessions  with  bag  inflated  to  a  pressure  of  2  psi 
(approximately  100mm  Hg)  above  ambient  pressure.  Four  or  five  sessions  are 
typical  for  effective  treatment.  GAMOW  BAG  TREATMENT  IS  NOT  A  SUBSTITUTE 
FOR  DESCENT. 


DISPOSITION: 

1 .  Evacuation  may  not  be  required  if  good  response  to  therapy. 

2.  Do  not  re-ascend  in  a  tactical  setting. 

3.  Avoid  vigorous  activity  for  3-5  days. 

4.  Priority  evacuation  for  patients  that  worsen  despite  therapy. 
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HIV  Post  Exposure  Prophylaxis 


SPECIAL  CONSIDERATIONS: 

1 .  Addition  of  the  antiretroviral  medications  is  expensive. 

2.  Initiation  of  the  highly  active  antiretroviral  therapy  (HAART)  must  occur  ASAP. 
Ideally,  this  is  less  than  8  hours  after  exposure,  but  still  has  some  effect  up  to  72 
hours  after  exposure. 

3.  Antiretrovirals  have  a  significant  side  effect  profile,  including  nausea,  vomiting  and 
diarrhea. 

4.  The  amount  of  medications  is  dependant  on  the  risk  at  the  deployed  location. 

5.  Obtain  a  sample  of  the  source's  blood  for  HIV  testing,  if  applicable. 


HIGH  RISK  EXPOSURES 

1 .  Percutaneous  injury  (Needlestick  or  other  contaminated  penetrating  injury). 

2.  Contact  between  body  fluids  and  mucous  membranes  or  non-intact  skin. 

3.  Prolonged  contact  between  body  fluids  and  intact  skin. 

4.  Unprotected  sexual  intercourse  with  a  high  risk  individual. 


MANAGEMENT: 

1 .  Wash  area  with  soap  and  water  to  clean  area  and  minimize  exposure. 


2.  Initiate  antiretroviral  triple  therapy  (recommend  Combivir®  [Lamivudine 

and  Zidovudine]  1  tablet  po  BID,  Viracept®  [Nelfinavir]  1250  mg  po  BID)  as  soon 
as  possible. 


3. 


'PPR 


Do  not  use  alcoholic  beverages  after  Combivir  administration. 


4.  -  -  Treat  nausea  and  vomiting  with  antiemetics  (Zofran  OR  Phenergan). 

5.  Maintain  hydration  and  nutrition  status 


DISPOSITION: 

1 .  If  a  significant  exposure  exists  and  HAART  is  not  available,  Urgent  evacuation 

2.  If  HAART  is  available,  Routine  evacuation 
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Hyperthermia 


SPECIAL  CONSIDERATIONS: 

1.  Heat  stroke  is  a  life-threatening  effect  of  hyperthermia  and  characterized  by 
altered  mental  status  and/or  the  absence  of  sweating. 

2.  Mild  and  moderate  hyperthermia  can  often  be  treated  and  the  casualty  returned  to 
duty. 

3.  Dehydration  accompanies  hyperthermia  due  to  sweating. 

4.  Suggest  that  colloids  (Hextend,  Hespan)  be  avoided  in  favor  of  crystalloids. 


SIGNS  AND  SYMPTOMS: 


1 .  Warm  skin  to  touch 

2.  Increased  thirst 

3.  Sweating  (may  be  absent  late) 

4.  Muscle  cramps 

5.  Abdominal  cramps 

MANAGEMENT: 


6.  Mild-moderate  weakness 

7.  Positive  tilt  test 

8.  Tachycardia 

9.  Tachypnea 

10.  Altered  mental  status 


1.  Place  in  cool  area;  dampen  patient’s  clothes  with  water.  Place  ice  packs  on  sides  of 
neck,  in  armpits,  and  in  groin  area.  AVOID  SHIVERING  WHICH  WILL  RAISE  THE 
PATIENT’S  CORE  BODY  TEMPERATURE!! 

2.  Increase  oral  fluids  if  tolerated. 

A.  Use  carbohydrate/electrolyte  drink  mixes  for  fluid  replacement  if  available. 
However,  use  a  dilute  solution  (1:4)  to  avoid  an  osmotic  shift  due  to  high 
sugar/salt  load. 

B.  If  water  is  to  be  used  as  a  replacement  fluid,  add  rehydration  packets  if 
available. 

3.  If  unable  to  tolerate  PO  fluids,  use  normal  saline  (NS)  IV  for  rehydration.  Use  an 
initial  bolus  of  1  liter  NS,  followed  by  attempted  PO  hydration.  If  unable  to  tolerate 
PO  hydration  repeat  1  liter  bolus  of  NS.  2-4  liters  of  NS  may  be  required. 

4.  Zofran  (ondansetron)  4  mg  IV  undiluted  administered  over  2-5  minutes  or  IM 
BID  for  nausea  and  vomiting  or  8  mg  PO,  OR  Phenergan  25  mg  IV/IM/PO. 

5.  For  heat  stroke,  apply  external  ice  (if  available)  until  core  temperature  reaches  39 
degrees  C  (101  degrees  F).  Avoid  excessive  cooling  to  prevent  shivering. 


DISPOSITION: 

1 .  Mild  to  moderate  cases  can  be  treated  and  not  evacuated. 

2.  Casualties  with  heat  stroke  should  be  evacuated  to  a  higher  level  of  care. 

3.  Priority  evacuation  for  severe  hyperthermia 
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Hypothermia 


SPECIAL  CONSIDERATIONS: 

1.  Cardiac  resuscitation  should  only  be  attempted  during  active  rewarming. 

2.  Drug  effects  often  delayed  or  diminished  in  moderate  to  severe  hypothermia. 


SIGNS  AND  SYMPTOMS: 


1.  Shivering 

2.  Pale,  cool  skin 

3.  Weak  pulses 

4.  Frostbite 

5.  Altered  mental  status 

6.  Irregular  heartbeat 


MANAGEMENT: 

1 .  Move  to  warm  environment  and  remove  any  wet  clothing. 

2.  Begin  passive  rewarming  by  placing  in  a  blanket  or  device. 

3.  If  responsive,  administer  warm  fluids  by  mouth. 

4.  Consider  active  rewarming  by  administering  IV  fluids  warmed  to  40  degrees  C 
(101.6  degrees  F). 

5.  Do  not  attempt  to  rewarm  pulseless  hypothermic  victims  unless  a  defibrillator  and  all 
necessary  resuscitation  medications  available. 

6.  Immerse  frostbitten  areas  in  water  warmed  to  40  degrees  C  (1 01 .6  degrees  F)  only 
when  there  is  no  danger  of  refreezing. 


DISPOSITION: 

1 .  Mild  to  moderate  cases  can  be  treated  and  not  evacuated. 

2.  Severe  cases  should  be  evacuated  to  facility  capable  of  active  rewarming  and 
resuscitation. 

3.  Priority  evacuation  for  severe  hypothermia 
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Ingrown  Toenail 


SPECIAL  CONSIDERATIONS: 

1 .  Typically  caused  by  trimming  toenails  in  a  curved  fashion  which  impinges  the  lateral  nail  fold. 

2.  Other  causes  include  nail  deformity,  tight  fitting  shoes,  and  rotational  deformity  of  toes. 

3.  Can  occur  in  any  toe  of  the  foot  but  usually  occurs  in  the  big  toe. 


SIGNS  AND  SYMPTOMS: 

1 .  Presents  with  pain,  edema,  hyperkeratosis,  and  erythema  of  the  lateral  nail  fold. 

2.  Pressure  over  the  nail  margins  increases  the  pain. 

3.  Inflammatory  or  infectious  responses  are  generally  localized. 

4.  Partial  or  complete  nail  removal  is  typically  indicated  in  chronic  inflammation/  infection,  with  severe 
pain,  of  both  lateral  nail  folds  especially  if  the  condition  has  lasted  one  month  or  greater 

MANAGEMENT: 


Partial  toenail  removal: 

A.  Clean  the  site  with  soap,  water,  and  betadine. 


B.  -  -  Perform  a  digital  block  using  lidocaine  1%  WITHOUT  EPINEPHRINE. 

C.  Apply  a  tourniquet  at  the  base  of  the  toe. 

D.  Stabilize  the  toe  in  the  nondominant  hand  and  remove  the  lateral  quarter  of  the  nail  toward  the 
cuticle,  using  a  sharp  scissors  with  upward  pressure. 

E.  Separate  the  nail  from  the  underlying  matrix  and  grasp  it  with  a  hemostat  or  forceps,  removing 
the  free  piece  by  twisting  it  toward  the  remaining  nail. 


2. 


F.  Curette  the  posterior  and  lateral  nail  grooves  to  remove  any  debris. 

G.  Remove  the  tourniquet  if  one  was  used. 

H.  Control  bleeding  with  direct  pressure  and  dry  the  underlying  nail  bed. 


Bactroban  (mupirocin)  2%  ointment  to  exposed  nail  bed. 


3.  Dress  the  area  with  a  nonadherent  dressing  followed  by  a  dry  sterile  dressing. 


4.  Instruct  the  patient  to  wash  the  area  daily. 

5.  Recheck  wound  and  change  dressing  daily. 


6. 

7. 


8. 


Instruct  patient  to  wear  less  constricting  shoes  and  to  trim  their  nails  straight  across.  Optimal  care  is 
to  limit  walking  and  marching  for  3-5  days. 


Tylenol  (acetaminophen)  1000  mg  PO  q6h  PRN  pain.  If  no  response,  follow  Pain 
Management  Protocol. 


Systemic  antibiotics  are  typically  not  needed  in  these  procedures;  however  consider  using 
Moxifloxacin  400  mg  po  qd  for  10  days,  OR  Zithromax  pack  if  an  infection  is  suspected  (increasing 
pain,  redness,  and  swelling). 


DISPOSITION: 

1 .  Evacuation  is  usually  not  required  if  the  condition  responds  to  therapy. 

2.  The  nail  bed  may  have  serous  drainage  for  several  weeks,  but  will  usually  heal  within  2-4  weeks. 
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Joint  Infection 


SPECIAL  CONSIDERATIONS: 

1 .  May  result  from  penetrating  trauma  (especially  animal  or  human  bites), 
gonorrhea,  or  iatrogenic  causes  (i.e.  attempted  aspiration  of  joint  effusion). 

2.  Consider  also  an  acute  joint  effusion  due  to  blunt  trauma  or  overuse  (usually  less 
red  and  no  fever). 


SIGNS  AND  SYMPTOMS: 

1 .  H/O  adjacent  penetrating  trauma  or  infection 

2.  Single  red,  swollen  joint 

3.  Fever 

4.  Pain 

MANAGEMENT: 

1 .  IV  access 

2.  V'~  Ertapenem  1  gm  IV/IM  QD  OR  3rd  generation  Cephalosporin  Rocephin 
(ceftriaxone)  2  gm  IV  or  IM  BID 

3.  —  Tylenol  (acetaminophen)  1000  mg  PO  q6h  PRN  pain.  If  no  response,  follow 
Pain  Management  Protocol. 

4.  IMMOBILIZE  THE  JOINT 


DISPOSITION: 

Priority  evacuation 
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Loss  of  Consciousness  (without  Seizures) 


SPECIAL  CONSIDERATIONS: 

1 .  The  most  common  cause  of  loss  of  consciousness  (LOC)  in  healthy  adults  is 
orthostatic  hypotension  (associated  with  sudden  standing)  or  vasovagal  syncope 
(associated  with  sudden  adverse  stimulus  -  injections  are  a  common  cause). 

2.  Consider  hypoglycemia,  anaphylactic  reaction,  medication,  recreational  drug  use, 
head  trauma,  and  intracranial  bleeding  in  addition  to  #1. 


SIGNS  AND  SYMPTOMS: 

i.  Unconsciousness 

MANAGEMENT: 

1.  If  no  respirations  or  pulse,  follow  the  BLS  guidelines. 

2.  Management  of  orthostatic  hypotension  and  vasovagal  syncope  is  accomplished  by 
placing  the  patient  in  a  supine  position  and  ensuring  that  the  airway  is  open. 

Patients  experiencing  these  two  disorders  should  regain  consciousness  within  a  few 
seconds.  If  they  don’t,  consider  other  etiologies  and  proceed  to  the  steps  below. 

3.  Place  either  1  tube  Glutose  15  (oral  glucose  gel)  or  contents  of  one  packet  of  sugar 
sublingually. 

4.  IV  access 

5.  K  Narcan  (naloxone)  0.8  mg  IV.  May  be  repeated  in  5  minute  intervals  to  a 
maximum  dose  of  10  mg.  (Eyes  may  be  miotic.) 

6.  If  no  response,  treat  for  Anaphylaxis  per  protocol. 

7.  Pulse  oximetry  monitoring 

8.  Oxygen  (if  available) 


DISPOSITION: 

1 .  Urgent  evacuation,  unless  loss  of  consciousness  judged  due  to  orthostatic 
hypotension  or  vasovagal  hypotension. 

2.  The  evacuation  package  should  include  personnel  certified  in  Advanced  Cardiac 
Life  Support  (ACLS),  and  a  transport  vehicle  with  equipment,  supplies  and 
medications  necessary  for  ACLS  care. 
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Malaria 


SPECIAL  CONSIDERATIONS: 

1 .  Malaria  MUST  be  considered  in  all  febrile  patients  currently  in,  or  recently  in,  a  malarious  area. 

2.  It  is  not  uncommon  for  malaria  to  present  like  pneumonia  or  gastroenteritis  (with  vomiting  and 

diarrhea) 

3.  P.  falciparum  is  often  fatal  if  not  diagnosed  and  treated  promptly 

4.  It  is  appropriate  to  treat  suspected  malaria  cases  empirically  if  diagnostic  tests  (blood  smears  or 
rapid  test)  are  not  available 

5.  A  single  negative  blood  smear  does  not  rule  out  malaria.  Patients  should  have  blood  smears 
every  8-12  hrs  for  48  hrs  to  exclude  malaria.  FDA  approved  rapid  diagnostic  tests  will  likely  be 
available  soon  and  will  be  a  valuable  field  diagnostic  tool 

6.  Persons  on  effective  chemoprophylaxis  may  have  very  low  parasitemias  and  atypical 
presentations 

7.  Consider  bacterial  meningitis  in  evaluating  the  patient  -  treat  for  both  disorders  if  meningitis  is 
suspected 

8.  Patients  who  cannot  tolerate  PO  meds  must  be  evacuated  for  antimalarial  therapy  via  IV  or  NG 
tube  with  antiemetic  suppository 

9.  IF  SPECIES  IS  UNKNOWN,  TREAT  FOR  P.  FALCIPARIUM 


SIGNS  AND  SYMPTOMS: 

1 .  Prodrome  of  malaise,  fatigue,  and  myalgia  may  precede  febrile  paroxysm  by  several  days 

2.  Paroxysm  characterized  by  abrupt  onset  of  fever,  chills,  rigors,  profuse  sweats,  headache, 
backache,  myalgia,  abdominal  pain,  nausea,  vomiting,  and  diarrhea  (may  be  watery  and  profuse) 
in  P.  falciparum 

3.  Intermittent  fever  to  >40oC  (105oF).  Fever  may  be  near  continuous  in  P.  falciparum  malaria; 
classic  "periodicity"  is  usually  absent.  Profuse  sweating  between  febrile  paroxysms 

4.  Tachycardia,  orthostatic  hypotension,  tender  hepatomegaly,  moderate  splenomegaly,  and 
delirium  (Cerebral  malaria) 

MANAGEMENT:  P.  FALCIPARUM  MALARIA 

1 .  K  Malarone  (atovaquone  250  mg/proguanil  100  mg)  4  tabs  daily  for  3  days  with  food  OR  give 

Mefloquine  750  mg  and  then  500  mg  12  hours  later. 


3.  ^  OR  give  Doxycycline  100  mg  PO  bid  x  7  days  PLUS  Quinine  650  mg  PO  TID  for  3  days 
(Africa),  OR  5  days  (S.  America),  OR  7-10  days  (SE  Asia) 

4.  -  Tylenol  (acetaminophen)  1000  mg  PO  q4h  PRN  fever 


MANAGEMENT:  P.  VIVAX  MALARIA 

- 7 - 

1.  ---  Chloroquine  1  gm  PO  x  1  then  500  mg  daily  x  3  days  starting  6  hours  after  1st  dose  PLUS 

primaquine  30  mg  qd  x  14  days  (MUST  rule  out  G6PD  deficiency  before  giving  primaquine) 


DISPOSITION: 

1.  Complicated  malaria  (cerebral,  pulmonary,  unstable  vital  signs)  is  a  medical  emergency,  requiring 
URGENT  treatment  and  evacuation 

2.  Routine  evacuation  for  uncomplicated  cases  (normal  vital  signs,  normal  mental  status,  no  nausea 
and  vomiting,  no  cough/shortness  of  breath) 

3.  In  P,  Vivax  cases,  gently  examine  patient  to  ensure  splenomegaly  has  resolved  before  allowing 
return  to  full  duty. 
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Meningitis 


SPECIAL  CONSIDERATIONS: 

1 .  A  life-threatening  infection  of  the  meninges  (outer  linings)  of  the  central  nervous  system. 

2.  May  be  bacterial,  viral,  or  fungal.  The  bacterial  type  may  cause  death  in  hours,  even  in 
previously  healthy  young  adults,  if  not  treated  aggressively  with  appropriate  antibiotics. 

3.  Consider  malaria  in  differential  diagnosis. 


SIGNS  AND  SYMPTOMS: 

1 .  Classic  features  include: 

A.  Severe  headache 

B.  High  fever 

C.  Pain  with  any  neck  movement,  particularly  forward  flexion 

D.  Altered  mental  status 

2.  May  also  see: 

A.  Photophobia 

B.  Nausea  and  vomiting 

C.  Malaise 

D.  Seizures 

3.  Positive  Brudzinski  (pain  on  head  and  neck  flexion)  and  Kernig's  (neck  pain  with  hip  and 
knee  flexion)  signs 


MANAGEMENT: 


1 .  If  this  diagnosis  is  suspected,  treatment  should  be  initiated  immediately. 

2.  IV  access 

3. 


4. 


*  J  Decadron  (dexamethasone)  10  mg  IV  q6h  (IM  route  possible  alternative  but  prefer  IV 
route)  or  PO 

V-'V  Ertapenem  Igm  IV/IM  QD  OR  3rd  generation  Cephalosporin  Rocephin  (ceftriaxone)  2 
gm  1v  q  12  h  (IM  route  possible  alternative  but  prefer  IV  route) 

*  •  Tylenol  (acetaminophen)  1000  mg  PO  q6h  for  relief  of  pain  and  fever  if  able  to  take 
PO  meds.  If  no  response,  follow  Pain  Management  Protocol. 


Control  of  nausea  and  vomiting  with  an  antiemetic  (Zofran  OR  Phenergan)  may  be 
necessary. 


7.  If  seizures  occur,  use  Seizure  Protocol. 


8.  *  Moxifloxacin  400  mg  po  xl  OR  Rocephin  250mg  IM  for  prophylaxis  for  close 

contacts 


DISPOSITION: 

1 .  For  simple  cases,  no  evacuation  is  necessary. 

2.  Priority  evacuation  for  “malignant”  otitis  externa  signs  and  symptoms: 

A.  Severe  headache 

B.  Otorrhea  (purulent  drainage  from  ear) 

C.  Cranial  nerve  palsy 
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Otitis  Externa 


SPECIAL  CONSIDERATIONS: 

1 .  Infection  of  external  ear  canal 

2.  Often  called  “swimmer’s  ear”  and  commonly  occurs  after  repeated  head 
immersion. 

3.  Ophthalmic  antibiotic  drops  are  used  to  minimize  number  of  medications  carried 
and  to  prevent  possible  instillation  of  ear  drops  into  the  eye. 


SIGNS  AND  SYMPTOMS: 

1.  Ear  pain  -  increased  by  passive  external  ear  movement 

2.  Pruritis 

3.  Possible  exudate  in  external  ear  canal 

4.  Pain  with  movement  of  ear  is  highly  suggestive 

5.  Decreased  auditory  acuity 

6.  Sensation  of  fullness  and  moisture  in  ear 

7.  Pain,  swelling,  and  erythema  of  ear  and  periauricular  area  in  severe  cases 


MANAGEMENT: 


Zymar  (gatifloxacin)  -  4  gtts  in  affected  ear  q2h  while  awake.  Ensure  patient 
maintains  head  position  for  5  minutes  so  meds  do  not  drain  out  of  site. 


2.  -  -  -  If  available,  Cortisporin  Otic  drops,  5  drops  tid  -  qid  until  symptoms  resolve 

for  48  hours 


3.  Form  a  wick  from  a  sterile  dry  dressing,  and  place  into  ear  canal. 

4.  Tylenol  (acetaminophen)  1000  mg  PO  q6h  for  relief  of  pain.  If  ineffective, 
proceed  to  Pain  Management  Protocol. 

5  ^  IF  NO  RESPONSE  WITHIN  24  HOURS,  OR  IF  SIGNS  AND  SYMPTOMS 

WORSEN,  use  Moxifloxacin  400  mg  po  qd  for  10  days  OR  Zithromax  Pack 


DISPOSITION: 

1 .  For  simple  cases,  no  evacuation  is  necessary. 

2.  Priority  evacuation  for  “malignant"  otitis  externa  signs  and  symptoms: 

a.  Severe  headache 

b.  Otorrhea  (purulent  drainage  from  ear) 

c.  Cranial  nerve  palsy 
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Otitis  Media 


SPECIAL  CONSIDERATIONS: 

1 .  Infection  of  the  middle  ear  which  may  be  viral  or  bacterial  in  etiology. 

2.  Increased  pressure  in  the  middle  ear  may  cause  intense  pain  and  may  result  in 
rupture  of  the  tympanic  membrane  (associated  with  sudden  decrease  in  pain  and 
drainage  from  ear  canal.) 

3.  The  Special  Operations  Combat  Medic  (SOCM)  typically  may  not  carry  an 
otoscope  when  deployed  in  tactical  operational  environments.  Significant  ear 
pain  not  accompanied  by  pain  with  passive  movement  of  the  external  ear 
constitutes  a  presumptive  diagnosis  of  otitis  media  in  the  tactical  setting. 

4.  May  follow  air  travel  or  ascents  in  mountainous  terrain  due  to  changes  in  ambient 
pressure. 

5.  If  a  patient  has  a  history  of  being  near  a  blast,  consider  a  perforated  TM. 

6.  Otitis  Media  in  the  SOF  population  is  likely  to  be  associated  with  changes  of 
atmospheric  pressure  or  a  URI. 


SIGNS  AND  SYMPTOMS: 

1.  Ear  pain 

2.  Decreased  auditory  acuity 

3.  Sensation  of  fullness  in  the  ear 

4.  Often  present  in  the  setting  of  an  upper  respiratory  infection 

5.  May  progress  to  rupture  of  the  tympanic  membrane  with  or  without  treatment. 

6.  Erythema  and  bulging  of  the  tympanic  membrane  are  hallmarks  signs  of  this 
disease,  but  these  findings  are  often  not  useful  for  diagnosis  in  the  tactical 
environment. 


MANAGEMENT: 


1. 

2. 


Moxifloxacin  400  mg  PO 

Tylenol  (acetaminophen) 
to  Pain  Management  Protocol 


QD  x  10  days  OR  Zithromax  Pack 

1000  mg  PO  q6h  for  relief  of  pain.  If  not  effective  go 


DISPOSITION: 

1 .  For  uncomplicated  cases,  no  evacuation  is  necessary. 

2.  Routine  evacuation  for  complicated  cases  not  responding  to  therapy  or  involving  a 
ruptured  TM. 
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Pain  Management  Protocol 


SPECIAL  CONSIDERATIONS: 

1.  Any  use  of  narcotic  medications  will  be  sedating  and  degrade  the  mission 
performance  of  patients 

2.  Avoid  IM  or  SQ  injections  of  narcotic  medications  due  to  the  potential  for  delayed 
absorption 


SIGNS  AND  SYMPTOMS: 

Pain 


MANAGEMENT: 

1.  Start  in  sequential  manner  in  order  to  maximize  pain  control  with  mission 
performance 


A.  W  Tylenol  1000  mg  PO  Q  6  H. 

B.  Non  Steroidal  Anti-inflammatory  drugs 


I.  Mobic  15  mg  po  qd  prn  pain 

tw 

II.  14  OR  Motrin  800  mg  po  q8  hrs  prn 

C.  Narcotic  Medications 


I.  *  Oral  Transmucosal  Fentanyl  Citrate  800  meg  po  over  15  minutes 
(may  repeat  dose  once) 

II.  !  *  Morphine  sulfate  4  mg  IV  initial  dose  and  then  2  mg  IV  every  5 
minutes  up  to  1 0  mg  total  dose 


2.  Add  Zofran  4  mg  IV  over  2-3  minutes  OR  Phenergan  25  mg  IM/IV/PO  for  Morphine 
induced  nausea  or  vomiting 


DISPOSITION: 

Priority  evacuation  for  any  patients  with  narcotic  use. 
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Pulmonary  Embolus 


SPECIAL  CONSIDERATIONS: 

1 .  Usually  preceded  by  deep  venous  thrombosis  (DVT)  with  lower  leg  pain  and  a 
history  of  trauma  or  long  periods  in  sitting  positions  (e.g.  aircraft  flights). 

2.  Easy  to  confuse  with  heart  attack  so  treat  patient  as  having  a  myocardial 
infarction. 

3.  Patient  with  this  condition  may  also  have  history  of  long  bone  or  pelvic  fracture. 

4.  Acute  onset,  lack  of  fever  and  no  cough  differentiates  from  high  altitude 
pulmonary  edema  (HAPE)  and  pneumonia. 

5.  Lack  of  wheezing  differentiates  from  asthma. 


SIGNS  AND  SYMPTOMS: 

1 .  Shortness  of  breath 

2.  Localized  chest  pain  (on  either  side) 

3.  Tachycardia 

4.  Tachypnea  (rapid  breathing) 

5.  Diaphoresis  (sweating) 

6.  Decreased  oxygen  saturation  on  pulse  oximetry 

7.  Full  breath  sounds  with  no  wheezing 

8.  Often  lower  extremity  pain,  swelling,  and  tenderness 

MANAGEMENT: 


1. 

2. 

3. 

4. 

5. 

6. 

7. 


Aspirin  (ASA)  325  mg  -  chew  to  speed  absorption 
IV  access 

Morphine  sulfate  4  mg  IV  initially,  then  2  mg  q5-15min  as  needed  for  pain 


* 

relief 


Oxygen  (if  available) 

Pulse  oximetry  monitoring 
T reat  patient  using  the  Chest  Pain  Protocol. 

If  at  altitude  greater  than  8,000  ft.,  descend  at  least  1000  ft.  to  treat  for  possible 
HAPE.  See  HAPE  Protocol. 


DISPOSITION: 

Urqent  evacuation 
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Renal  Colic  /  Kidney  Stone 


SPECIAL  CONSIDERATIONS: 

1 .  May  be  associated  with  preceding  lower  urinary  tract  obstruction  or  infection. 

2.  May  proceed  to  life-threatening  systemic  infection. 


SIGNS  AND  SYMPTOMS: 

1 .  May  have  preceding  UTI  S/S 

2.  Back  pain 

3.  Flank  pain 

4.  Nausea/vomiting 

5.  Costovertebral  angle  tenderness 

6.  Fever 


MANAGEMENT: 


1 .  -  V  Moxifloxacin  400  mg  PO  QD  for  7  days  if  able  to  take  PO,  OR  Zithromax 
Pack 


2.  JV  Ertapenem  1  gm  IV/IM  OR  3rd  generation  Cephalosporin  Rocephin 
(ceftriaxone)  1  gm  BID  IV  or  IM  if  unable  to  take  PO  or  not  responding  to  oral 
treatment 


3. 


-*J  Tylenol  (acetaminophen)  1000  mg  PO  q6h  PRN  pain  or  Pain  Management 
Protocol 


4.  —  Zofran  (ondansetron)  4  mg  IV  undiluted  administered  over  2  to  5  minutes  or 

IM  BID  for  nausea  and/  or  vomiting  for  nausea  and  vomiting  OR  Phenergan  25  mg 
IM/IV/PO 


5.  Force  PO  hydration 

6.  IV  hydration  with  normal  saline  (NS)  at  250  cc/hr  if  unable  to  tolerate  PO  fluids 


DISPOSITION: 

Priority  evacuation 
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Seizures 


SPECIAL  CONSIDERATIONS: 

1.  May  be  caused  by  injury,  infection,  high  fever,  alcohol  withdrawal,  drug  use, 
toxins,  and  structural  abnormalities  of  the  central  nervous  system  (CNS). 

2.  Normal  respirations  do  not  occur  during  generalized  convulsions. 

3.  Seizures  may  cause  multiple  secondary  problems  including: 

A.  Rhabdomyolysis 

B.  Lactic  acidosis  due  to  prolonged  hypoxemia  during  seizure 

C.  Aspiration  pneumonia  and  respiratory  distress 

4.  Diazepam  is  the  medication  selected  to  treat  seizures  in  the  tactical  setting 
because  it  comes  pre-mixed,  is  stable  for  long  periods  at  room  temperature,  and 
works  rapidly. 


SIGNS  AND  SYMPTOMS: 

1 .  Generalized  seizure 

2.  +/-  H/O  previous  seizures 

3.  +/-  H/O  recent  head  trauma 

4.  +/-  H/O  evidence  of  CNS  infection 

5.  +/-  H/O  preceding  headaches 


MANAGEMENT: 

1 .  Avoid  trauma  to  patient  during  the  seizure. 


2.  - *-■  Valium  (diazepam)  5-10  mg  IV  (inject  no  more  than  5  mg  per  minute)  for 

ongoing  seizures  (consider  intraosseous  (10)  access  if  needed.)  May  repeat  in  15 
minutes  for  continuing  seizures  up  to  maximum  dose  of  30  mg. 


3.  -  V  If  no  IV  or  10  access,  give  10  mg  Valium  (diazepam)  IM  initially,  and  then 

repeat  q  15  min  as  needed  up  to  a  total  of  30  mg. 


4.  Do  not  attempt  to  force  an  object  into  the  mouth  to  open  airway. 


5.  Open  the  airway  as  soon  as  possible  after  seizure  subsides. 


6.  Pulse  oximetry  monitoring 

7.  Apply  oxygen  if  available  and  oxygen  saturation  is  below  90%. 

8.  If  seizures  are  accompanied  by  fever,  consider  meningitis  and  treat  per  Meningitis 
Protocol. 


9. 

10. 


Place  either  1  tube  Glucose  15  (oral  glucose  gel)  or  contents  of  an  MRE  sugar 
packet  sublingually  to  treat  for  possible  hypoglycemia. 

Be  aware  of  post-ictal  state  that  follows  seizure. 


DISPOSITION:  Urgent  evacuation 
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Sepsis/Septic  Shock 


SPECIAL  CONSIDERATIONS: 

1 .  Sepsis  is  a  form  of  severe,  life-threatening  bacterial  blood  infection  caused  by  an 
overwhelming  bacterial  infection. 

2.  Rapid  onset  -  death  may  occur  within  4-6  hours  without  antibiotic  therapy. 

3.  If  crystalloid  solutions  are  not  available,  the  use  of  Hextend  or  Hespan  in 
sepsis  is  acceptable  in  larger  volumes  than  typically  used  in  trauma  cases. 


SIGNS  AND  SYMPTOMS: 


1.  Hypotension 

2.  Fever 

3.  Tachycardia 

4.  Altered  mental  status 

5.  Dyspnea 

6.  May  see  skin  rash  (purpura) 


MANAGEMENT: 

1 .  Start  an  IV  (May  need  intraosseous  infusion  device  -  IV  may  be  hard  to  start  in  a 
patient  with  shock.) 

2.  Ertapenem  1  gm  IV  QD  OR  Rocephin  (ceftriaxone)  2  gm  IV  as  soon  as  IV  is 
started 

3.  If  patient  is  hypotensive  (by  blood  pressure  measurement  or  absent  radial  pulse), 
give  2  liters  of  normal  saline  or  Ringer's  Lactate  IV  fluid  bolus.  If  normal  saline  is  not 
available,  give  1  liter  of  Hextend  or  Hespan. 

4.  'V  Epinephrine  0.5  mg  (0.5ml  of  1:1,000  solution)  IM  (DO  NOT  GIVE  IV)  for 
persistent  hypotension  after  2  liter  bolus  of  NS  or  RL,  or  after  1  liter  bolus  of  Hextend 
or  Hespan. 

5.  Repeat  2  liter  normal  saline  bolus  if  required  for  continued  hypotension,  then  titrate 
fluids  to  maintain  systolic  blood  pressure  >90  mmHg  or  palpable  radial  pulse. 

6.  Watch  for  decreased  mental  status  and  be  prepared  to  manage  airway. 


DISPOSITION: 

Urgent  evacuation 
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Smoke  Inhalation 


SPECIAL  CONSIDERATIONS: 

1 .  More  common  after  closed-space  exposures  to  fire. 

2.  Consider  possibility  of  carbon  monoxide  (CO)  poisoning  and  need  for  hyperbaric 
oxygen  in  all  significant  cases  of  smoke  inhalation. 

3.  Normal  oxygen  saturation  by  pulse  oximetry  DOES  NOT  rule  out  the  possibility  of 
CO  poisoning. 

4.  Consider  possibility  of  airway  burns  and  need  for  early  intubation  in  the  presence 
of  face  or  neck  burns. 

5.  Consider  possibility  of  other  inhaled  toxins. 


SIGNS  AND  SYMPTOMS: 

1 .  H/O  smoke  exposure 

2.  Burns 

3.  Coughing 

4.  Respiratory  distress  (may  be  delayed  in  onset) 

MANAGEMENT: 

1 .  Consider  the  use  of  early  intubation  or  cricothyroidotomy  if  significant  burns  (singed 
nares,  facial  burns,  etc.)  suspected 

Albuterol  by  metered  dose  inhaler  2  to  4  puffs  q4  to  6h 

Decadron  (dexamethasone)  10  mg  IV  or  IM  QD  for  two  days 

4.  Apply  oxygen  if  available 

5.  Limit  patient  exertion  if  possible. 


DISPOSITION: 

1 .  Urgent  evacuation  for  respiratory  distress. 

2.  Priority  evacuation  if  not  in  distress  but  significant  inhalation  suspected. 
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Spontaneous  Pneumothorax 


SPECIAL  CONSIDERATIONS: 

1 .  Usually  results  from  anatomic  abnormalities  of  lung,  genetic  predisposition,  or 
smoking. 

2.  Consider  also:  anaphylaxis,  pulmonary  embolism,  high  altitude  pulmonary  edema 
(HAPE),  asthma,  and  pneumonia. 

3.  More  common  in  tall,  thin  individuals 


SIGNS  AND  SYMPTOMS: 


1.  Often  H/O  smoking 

2.  Spontaneous  unilateral  chest  pain 

3.  Dyspnea  -  typically  mild 

4.  No  wheezing 

5.  Decreased  breath  sounds  on  affected  side 

6.  No  leg  pain  or  swelling 


MANAGEMENT: 

1 .  Pulse  oximetry  monitoring 

2.  Oxygen  if  available  (use  oxygen  for  all  suspected  spontaneous  pneumothoraces  - 
may  help  speed  resolution.) 

3.  Consider  needle  decompression  for  suspected  tension  pneumothorax. 

4.  If  needle  decompression  allows  for  patient  improvement,  followed  by  worsening  of 
condition,  consider  repeat  needle  decompression. 

5.  Descend  at  least  1 000  ft.  if  at  altitude  and  HAPE  is  a  possibility. 

6.  Monitor  respiratory  status  closely  while  waiting  for  evacuation. 

7.  Consider  the  need  for  decompression  for  high  altitude  evacuation. 


DISPOSITION: 

1 .  Urgent  evacuation  for  significant  respiratory  distress  despite  therapy. 

2.  Priority  evacuation  for  patients  whose  respiratory  status  is  stable. 
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Subungual  Hematoma 


SPECIAL  CONSIDERATIONS: 

A  collection  of  blood  under  a  nail:  typically  occurs  after  trauma  to  fingernail  or  toenail. 


SIGNS  AND  SYMPTOMS: 

1 .  Pain  from  the  affected  nail 

2.  Purplish-black  discoloration  under  the  nail 


MANAGEMENT: 

1 .  Decompress  the  nail  with  a  large  gauge  needle  by  rotating  needle  through  the  nail 
directly  over  the  discolored  area  until  the  underlying  blood  has  been  released  and 
the  pressure  is  relieved.  Make  sure  that  it  is  introduced  into  the  affected  nail  with  a 
gentle  but  sustained  rotating  motion. 

2.  Gentle  pressure  on  the  affected  nail  may  help  to  evacuate  more  blood. 

3.  -  —  Tylenol  (acetaminophen)  1000  mg  PO  q6h  for  relief  PRN  pain.  If  no 
response,  follow  Pain  Management  Protocol. 

4.  If  a  fracture  is  suspected,  consider  taping  the  injured  finger  or  toe  to  an  adjacent  toe 
or  finger,  or  consider  splinting  the  injured  digit  with  either  an  improvised  or  a 
commercial  splint. 


DISPOSITION: 

Evacuation  should  not  be  required  for  this  injury  if  the  subungal  hematoma  is 
successfully  treated. 
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Testicular  Pain 


SPECIAL  CONSIDERATIONS: 

1 .  The  primary  concern  in  testicular  pain  is  differentiating  testicular  torsion  from 
other  causes  of  testicular  pain 

2.  Testicular  torsion  is  an  medical  emergency  requiring  urgent  correction  to  prevent 
loss  of  the  affected  testicle 

3.  Other  common  causes  of  testicular  pain  include  epididymitis  and  orchitis, 
infections  commonly  caused  by  STDs,  as  well  as  hernias  and  testicular  masses 


SIGNS  AND  SYMPTOMS: 


Testicular  Torsion: 

1 .  Sudden  onset  testicular  pain 

2.  Usually  associated  with  activity 

3.  Associated  testicular  swelling 

4.  Abnormal  position  or  lie  of  the  affected  testicle 

5.  Symptoms  may  be  increased  by  testicular  elevation 

6.  Usually  associated  with  pain  induced  nausea  and  vomiting 

Epididymitis 

1 .  Gradual  onset  of  worsening  pain 

2.  May  have  fever  and/or  dysuria 

3.  Can  be  also  be  traumatic 

MANAGEMENT: 

1 .  If  pain  is  sudden  onset  and  the  testicle  is  lying  abnormally  in  the  scrotum,  an  attempt 
to  manual  detorse  the  testicle  is  warranted. 

a.  A  single  attempt  to  rotate  the  testicle  outward  (like  opening  the  pages  of  a 
book)  should  be  made 

b.  If  pain  increases,  1  attempt  to  rotate  the  opposite  direction  should  be  made 

c.  Successful  detorsion  will  result  in  relief  of  pain 

d.  If  unsuccessful,  treat  per  pain  protocol  and  evacuate 

2.  Gradual  onset  pain  with  a  normal  lying  testicle 

3.  T reat  per  Urinary  Tract  Infection  Protocol. 

4.  T reat  pain  per  Pain  Management  Protocol. 


DISPOSITION: 

1 .  For  testicular  torsion  that  cannot  be  detorsed,  Urgent  evacuation 

2.  For  testicular  torsion  that  has  been  successfully  detorsed,  Priority  evacuation 

3.  For  other  causes  of  testicular  pain,  treat  cause  and  consider  evacuation  if 
symptoms  persist  more  than  7  days 
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Urinary  Tract  Infection 


SPECIAL  CONSIDERATIONS: 

1 .  More  common  in  females. 

2.  More  common  in  tactical  settings  with  dehydration  and /  or  kidney  stones. 

3.  Symptoms  may  be  confused  with  a  sexually  transmitted  disease  (STD). 
Azithromycin  has  been  added  to  the  treatment  regimen  to  treat  for  possible  STD 


SIGNS  AND  SYMPTOMS: 

1.  Dysuria 

2.  Urinary  urgency  and  frequency 

3.  Cloudy,  malodorous,  or  dark  urine  may  be  present 

4.  Suprapubic  discomfort 


MANAGEMENT: 


1.  '  Moxifloxacin  400  mg  qd  x  3  days  AND  Zithromax  (azithromycin)  1000  mg 

one  time  dose 


2. 


-*  J  Tylenol  (acetaminophen)  1000  mg  q6h  PRN  pain.  If  no  response,  follow 
Pain  Management  Protocol. 


3.  If  fever,  back  pain,  flank  pain,  and/or  costovertebral  angle  tenderness  develop, 
suspect  kidney  infection  and  go  to  Flank  Pain  Protocol. 

4.  Force  PO  hydration. 


DISPOSITION: 

1 .  Usually  responds  to  therapy  -  evacuation  not  required  if  it  does 

2.  Routine  evacuation  for  worsening  signs  and  symptoms 

3.  Priority  evacuation  for  pyelonephritis  (See  Flank  Pain  Protocol) 
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PREFACE 


►  The  following  is  a  list  of  medications  mentioned  in  the  Tactical  Medical  Emergency  Protocols. 
However,  most  of  the  TMEPs  have  a  preferred  medication  recommendation  and  then  an  alternate  one. 
All  of  these  recommendations  are  listed  here. 

►  The  CEB  and  RB  recognize  that  a  “one  size  fits  all”  approach  to  a  strict  formulary  is  unrealistic  due  to 
medication  availability,  mission  requirements,  etc.  The  list  of  medications  is  designed  to  guide  the  ATP 
in  medication  selection. 

►  For  specific  order  of  the  recommended  medications  and  specific  TMEP  application  of  the  medications, 

CHECK  the  specific  TME  Protocol. 

►  Antibiotics:  Always  check  potential  drug  allergies.  If  allergic  to  one  class  of  medications,  use  alternate 
class  of  medications  (Cephalosporins/Penicillins,  Tetracyclines,  Quinolones,  Macrolides). 

►  Unless  specifically  noted,  the  drug  dosages  listed  are  for  an  adult. 


Acetaminophen  -  See  Tylenol  (Page  A-32) 

Acetazolamide  -  See  Diamox  (Page  A-7) 

Actiq  Lozenge  -  See  Oral  Fentanyl  (Page  A-26) 

Adrenalin  -  See  Epinephrine  (Page  A-ll) 

Afrin  Nasal  Spray  (Oxymetazline  HC1) 

Description:  Vasoconstrictor  (decongestant) 

Indications: 

Use  as  an  adjunct  to  Valsalva  maneuver  to  clear  ears  and  sinuses  during  compression 
and  decompression. 

Contraindications: 

Severe  damage  to  tympanic  membrane/sinuses  from  barotrauma. 

Dose: 

Spray  into  each  nostril  2  times,  twice  daily.  Not  to  exceed  3  consecutive  days  due  to 
rebound  congestion 

Note:  Do  not  tilt  head  backwards  while  spraying. 

Side-effects: 

Sneezing 

Burning  and  stinging  of  nasal  mucosa 
Adverse  Reactions: 

Rhinitis  and  rebound  congestion 
TMEP  Use 

(See  TMEP  24)  Epistaxis  Protocol 

Albuterol  Inhaler  (Ventolin,  Proventil) 

Description:  Inhaled  beta-adrenergic  agonist;  relaxes  bronchial  smooth  muscle 

Indications: 

Relief  of  bronchospasm  and  prevention/  treatment  of  exercise-induced  bronchospasm 

Contraindications: 

Known  hypersensitivity  to  Albuterol 

Adult  Dosage: 

2  inhalations  every  4  to  6  hours.  Spray  4  times  into  the  air  if  using  for  the  first  time  or 
after  >4  weeks  of  storage 
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Pediatric  Dosage: 

If>4yrs  old,  1  inhalation  every  4  to  6  hours  may  be  sufficient. 

Side-effects: 

Similar  in  nature  to  reaction  to  other  sympathomimetic  agents 

Tremor 

Nausea 

Nervousness 

Palpitations 

Adverse  reactions: 

Hypertension 

Angina 

Vertigo 

CNS  stimulation 
Sleeplessness 

TMEP  Use: 

Asthma  (Reactive  Airway  Disease)  Protocol  (See  TMEP  12) 
Bronchitis/Pneumonia  Protocol  (See  TMEP  14) 

Cough  Protocol  (See  TMEP  20) 

Smoke  Inhalation  Protocol  (See  TMEP  46 


Aspirin  (ASA) 

Description:  Analgesic,  antipyretic,  anti-inflammatory,  anti-platelet  effect. 

Indications:  For  the  temporary  relief  of:  Mild  to  moderate  pain,  fever. 

MI  Prophylaxis:  Reduces  the  risk  of  death  and/or  nonfatal  myocardial  infarction  in  patients 
with  a  previous  infarction  or  unstable  angina  pectoris. 

Transient  Ischemic  Attacks:  Reducing  the  risk  of  recurrent  transient  ischemic  attacks 
(TIAs)  or  stroke  in  patients  who  have  transient  ischemia  of  the  brain  due  to  fibrin 
emboli. 

Contraindications: 

Hypersensitivity  to  aspirin 

Hypersensitivity  to  nonsteroidal  anti-inflammatory  agents  (NSAID) 

History  of  gastrointestinal  bleeding 

Patients  with  bleeding  disorders  (e.g.,  hemophilia). 

Patient  age  <12  years  old 

Adult  Dose: 

Adults:  325mg.  One  or  2  tablets/caplets  with  water.  May  be  repeated 
every  4  hours  as  necessary  up  to  12  tablets/caplets  a  day  or  as  directed  by  a  doctor. 
Pediatric  Dose: 

>12  years  and  over:  1  or  2  tablets/caplets  with  water.  May  be  repeated  every 
4  hours  as  necessary  up  to  12  tablets/caplets  a  day  or  as  directed  by  a  doctor. 

<12  years  old:  Do  not  give  to  children  under  12  unless  directed  by  a  doctor. 

Side-effects: 

Gastrointestinal  symptoms 

Gastrointestinal  bleeding 

Stomach  pain 

Heartburn 

Nausea 

Vomiting 

Adverse  Reactions: 

Interacts  with  NSAIDs,  Coumadin,  and  Heparin 


79 


Winter  2007  Supplement 


TMEP  Use:  Chest  Pain  of  Possible  Cardiac  Origin  Protocol  (See  TMEP  16) 

Deep  Venous  Thrombosis  Protocol  (See  TMEP  22) 

Pulmonary  Embolus  Protocol  (See  TMEP  42) 

Atovaquone  250mg/  proguanil  lOOmg  -  See  Malarone® 

Avelox  -  See  Moxafloxacin 

Azithromycin  -  See  Zithromax,  Z-Pak® 

Bactroban  (Mupirocin  ointment  2%) 

Description:  Topical  antibacterial 
Indications: 

Impetigo,  Topical  Skin  Infection 
Contraindications: 

Should  not  be  used  with  open  wounds 

Dosage: 

Clean  affected  area,  apply  small  amount  of  antibiotic  on  the  area  1  to  3  times/day.  The 
affected  area  may  be  covered  by  gauze  or  a  sterile  bandage 

Pediatric  Dose: 

Safety  in  children  has  been  established  in  ages  2  to  16  yrs.  Pediatric  dosing  like  adult 
dosing 

Side-effects: 

Burning,  stinging,  pain,  itching  at  application  site 
Adverse  Reactions: 

Nausea 
Dry  skin 
Tenderness 
Swelling 

Contact  dermatitis 
Increased  exudate  (rare) 

Systemic  reactions  (rare) 

Preparation  procedure/  Other  notes 

For  external  use  only 

Avoid  eyes  and  mucosal  membranes 

If  no  improvement  in  3  to  5  days,  consider  alternative  therapy 

TMEP  Use: 

Epistaxis  Protocol  (See  TMEP  24) 

Ingrown  Toenail  Protocol  (See  TMEP  34) 

Benadryl  (Diphenhydramine  HCI) 

Description:  Antihistamine.  Prevents  (but  does  not  reverse)  histamine -mediated  responses. 

Indications: 

Mild  to  moderate  allergic  symptoms  and/or  allergic  reactions 
Dystonic  reaction 

Contraindications: 

Asthma 

Pregnant  or  lactating  females 

Adult  Dose: 

25  to  50mg  IM  /  IV  /  PO  QID  Max  dose  400mg/day. 
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Pediatric  Dose: 

( Children  <12  years) :  5  mg/Kg/day  in  divided  doses  QID  May  be  given  PO,  IM  or  IV 

Side-effects: 

Sedation 
Blurred  vision 
Nausea 
Vomiting 
Diarrhea 
Headache 

Adverse  Reactions: 

Insomnia 
Vertigo 
Palpitations 
Dry  mouth 
Constipation 
Dysuria 
Urine  retention 
TMEP  Use 

Allergic  Rhinitis/Hay  Fever/Cold  Like  Symptoms  Protocol  (See  TMEP  10) 

Anaphylactic  Reaction  Protocol  (See  TMEP  11) 

Bisacodyl  -  See  Dulcolax  (See  Section  A- 10) 

Cephalexin  -  See  Keflex  (See  Section  A- 16) 

Ceftriaxone  Sodium  -  Rocephin 

Cephalosporins  -  General  Antimicrobial  Spectrum 

1st  Generation-.  Gram  positive  (including  Staph  aureus);  basic  gram  negative  coverage. 

Examples:  cefazolin,  cephalexin,  cefadroxil 

2nd  Generation:  Diminished  Staph  aureus,  improved  gram  negative  coverage  compared  to  1st  generation;  some 
with  anaerobic  coverage. 

Examples:  cefotetan,  cefoxitin,  cefuroxime 

3rd  Generation:  Further  diminished  Staph  aureus;  further  improved  gram  negative  coverage  compared  to  1st  and 
2nd  generation;  some  with  Pseudomonas  coverage  &  diminished  gram  positive  coverage. 

Examples:  ceftriaxone  (see  Rocephin),  cefotaxime,  cefpodoxime,  cefixime,  cefoperazone. 

4th  Generation:  Same  as  3rd  generation  plus  coverage  against  Pseudomonas. 

Example:  cefepime 

Chloroquine  Phosphate 
Indications: 

Malaria  due  to  P.  vivax,  P.  malariae,  P.  ovale,  and  susceptible  strains  of  P.  falciparum. 

Dosage: 

The  dosage  of  chloroquine  phosphate  is  often  expressed  in  terms  of  equivalent  chloroquine 
base.  Each  500mg  tablet  of  chloroquine  phosphate  contains  the  equivalent  of  300mg  chloro¬ 
quine  base. 

Adult  Dose: 

Prophylaxis:  500mg  (=  300mg  base)  on  the  same  day  of  each  week.  Initiate  therapy  1  to  2 
weeks  prior  to  departure  to  endemic  area. 

Dose  must  be  administered  on  same  day  of  week 

Continue  prophylaxis  for  4  additional  weeks  upon  return  from  endemic  area 
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Treatment:  lgm  PO  xl  then  500mg  PO  daily  x  3  days  starting  6  hours  after  first  dose 

Pediatric  Dose:  The  weekly  suppressive  dosage  is  5mg  calculated  as  base,  per  kg  of  body 
weight,  but  should  not  exceed  the  adult  dose  regardless  of  weight. 

Precautions: 

Liver  disease,  blood  disorders,  psoriasis,  a  certain  metabolic  disease  (glucose-6-phosphate 
dehydrogenase-G6PD  deficiency),  hearing  problems,  seizures. 

Side-effects: 

Nausea 
Vomiting 
Stomach  upset 
Cramps 

Loss  of  appetite 
Diarrhea 
Blurred  vision 

Trouble  seeing  at  night  or  problems  focusing  clearly 
Easy  bleeding  or  bruising. 

;£pp£  Warnings: 

It  has  been  found  that  certain  strains  of  P.  falciparum  have  become  resistant  to  chloroquine  and 
hydroxychloroquine.  Chloroquine  resistance  is  widespread  and,  at  present,  is  particularly  prominent  in  various 
parts  of  the  world  including  sub-Saharan  Africa,  Southeast  Asia,  the  Indian  subcontinent,  and  over  large  por¬ 
tions  of  South  America,  including  the  Amazon  basin.1 

Before  using  chloroquine  for  prophylaxis,  it  should  be  ascertained  whether  chloroquine  is  appropriate 
for  use  in  the  region  to  be  visited  by  the  traveler.  Chloroquine  should  not  be  used  for  treatment  of  P.  falciparum 
infections  acquired  in  areas  of  Chloroquine  resistance  or  malaria  occurring  in  patients  where  Chloroquine  pro¬ 
phylaxis  has  failed.  Patients  infected  with  a  resistant  strain  of  plasmodia,  as  shown  by  the  fact  that  normally 
adequate  doses  have  failed  to  prevent  or  cure  clinical  malaria  or  parasitemia,  should  be  treated  with  another 
form  of  antimalarial  therapy. 

Drug  Interactions: 

Ampicillin 

,  Antacids 

Cimetidine 
Cyclosporine 
Kaolin 

Magnesium  trisilicate. 

TMEP  Use: 

Malaria  Protocol  (See  TMEP  37) 

Combivir 

TMEP  Use: 

HIV  Post  Exposure  Prophylaxis  Protocol  (See  TMEP  31) 

Cortisporin  Otic  Drops 
TMEP  Use: 

Otitis  Externa  (See  TMEP  39) 

Decadron  (Dexamethasone) 

Description:  Parenteral  steroid  (glucocorticoid) 

Indications: 

Emergency  treatment  of  AMS,  HACE,  HAPE,  when  tactical  conditions  preclude 
descent  or  acclimatization. 

Use  of  Decadron  symptoms  of  AMS,  but  does  not  speed  acclimatization. 
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Use  of  Decadron  does  not  preclude  the  need  for  an  emergency  descent.  (Administer 
Decadron  every  6  hours  until  descent  is  accomplished). 

Contraindications:  Use  caution  in  patients  with  a  history  of: 

Diabetes 

Hypertension 

Ulcers 

Dosage:  4mg  IV  /  IM  /  PO  every  6  hours 
Side-effects: 

Delayed  wound  healing 
Acne 

Various  skin  eruptions 
Edema 

Adverse  Effects:  Usually  dose  related. 

Psychotic  behavior 
Congestive  Heart  Failure 
Hypertension 
Cataracts 
Glaucoma 
Hypokalemia 
Hyperglycemia 
Carbohydrate  intolerance 
TMEP  Use: 

Acute  Head  and  Neck  Infection,  Including  Epiglottitis,  Protocol  (See  TMEP  8) 

Acute  Mountain  Sickness  Protocol  (See  TMEP  9) 

Anaphylactic  Reaction  Protocol  (See  TMEP  11) 

Asthma  (Reactive  Airway  Disease)  Protocol  (See  TMEP  12) 

Contact  Dermatitis  (Poison  Ivy  and  Oak)  Protocol  (See  TMEP  18) 

High  Altitude  Cerebral  Edema  Protocol  (See  TMEP  29) 

High  Altitude  Pulmonary  Edema  Protocol  (See  TMEP  30) 

Meningitis  Protocol  (See  TMEP  38) 

Smoke  Inhalation  Protocol  (See  TMEP  46) 

Dexamethasone  -  See  Decadron  (See  Previous  Page  ) 

Dextrose  -  See  Glutose 

Diamox  (Acetazolamide) 

Description:  Non-diuretic  antihypertensive  (carbonic  anhydrase  inhibitor) 

Indications: 

Prevention  and/or  amelioration  of  symptoms  associated  with  acute  mountain 
sickness  in  climbers  attempting  rapid  ascent  and/or  in  those  who  are  very  susceptible 
to  acute  mountain  sickness  despite  gradual  ascent.  For  maximum  benefit  begin  regi 
men  7  days  prior  to  ascent.  Of  minimal  benefit  in  Rx  of  AMS,  HACE,  or  HAPE 

Contraindications:  Sulfa  allergy. 

Dosage: 

125  to  250mg  b.i.d.,  24  hours  prior  to  ascent,  continuing  for  48  hours  after  ascent. 
Prevention  and/or  amelioration  benefits  are  nominal  once  ascent  has  commenced. 

If  the  500mg  sustained  release  tablet  is  used,  dose  is  500mg  every  24  hours. 

Side-effects: 

Paresthesia  in  extremities 
Hearing  dysfunction/tinnitus 
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Loss  of  appetite 

Taste  alterations 

Nausea 

Vomiting 

Diarrhea 

Polyuria 

Drowsiness 

Confusion. 

4JB:  Warning: 

Note:  Use  of  Diamox  results  in  a  significant  alteration  in  taste.  Carbonated  beverages 
will  have  seriously  altered  taste,  and  may  be  undrinkable. 

Increased  fluid  intake  is  required  with  use  of  Diamox:  Although  Diamox  is  not  in  the 
general  drug  class  of  “diuretics”,  it  has  diuretic  effects  and  can  result  in  serious  dehydration 
unless  great  care  is  taken  to  maintain  proper  hydration. 

Adverse  Reactions: 

Transient  myopia  (usually  resolves  w/  DC  of  drug) 

Urticaria 
Melena 
Hematuria 
Flaccid  paralysis 
Photosensitivity 
Convulsions 
TMEP  Use: 

Acute  Mountain  Sickness  Protocol  (See  TMEP  9) 

High  Altitude  Cerebral  Edema  Protocol  (See  TMEP  29) 

Diazepam  -  See  Valium  (See  Section  A-33) 

Diflucan  (Fluconazole) 

Description:  Synthetic  triazole  antifungal  agent 

Indications: 

Vaginal  Candidiasis  (vaginal  yeast  infections  due  to  Candida). 

Oropharyngeal  and  esophageal  candidiasis. 

Fungal  skin  infections 

Contraindications: 

Hypersensitivity  to  fluconazole. 

Adult  Dose: 

Skin  Infection:  150mg,  1  pill  per  week  x  4  weeks 

Single  Dose:  Vaginal  candidiasis:  The  recommended  dosage  of  fluconazole  for 
vaginal  candidiasis  is  150mg  as  a  single  oral  dose. 

Oropharyngeal  Candidiasis:  The  recommended  dosage  of  fluconazole  for  oropharyngeal 
candidiasis  is  200mg  on  the  first  day,  followed  by  lOOmg  once  daily.  Clinical  evidence  of 
oropharyngeal  candidiasis  generally  resolves  within  several  days,  but  treatment  should  be 
continued  for  at  least  2  weeks  to  decrease  the  likelihood  of  relapse. 

Side-effects/Adverse  Reactions: 

Dermatologic:  Exfoliative  skin  disorders  including  Stevens-Johnson  Syndrome  and  toxic  epi¬ 
dermal  necrosis. 

TMEP  Use: 

Fungal  Skin  Infection  Protocol  (See  TMEP  26) 

Diphenhydramine  HC1  -  See  Benadryl  (See  Section  A-4) 
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Doxycycline 

Description:  Tetracycline  antibiotic 

Indications: 

Rocky  Mountain  Spotted  Fever 
Typhus 
Q  Fever 

Rickettsial  Fever 
Mycoplasma  Pneumonia 
H.  flu 

Klebsiella  respiratory  infections 
Psittacosis 

Uncomplicated  urethritis 
Chancroid 
Leptospirosis 
Malaria  prophylaxis 

Contraindications: 

Known  allergy  to  this  drug  or  class  of  drugs 

If  a  patient  has  an  allergy  to  another  tetracycline,  proceed  with  caution  as  cross-allergy  is 
extremely  common. 

Should  not  be  used  for  streptococcal  disease  unless  organism  has  been  shown  to  be  susceptible 
Should  not  be  used  for  any  type  of  staphylococcal  infection 

Adult  Dose: 

1  OOmg  PO  BID  for  a  variable  period  depending  on  the  diagnosis 
Pediatric  Dose: 

Generally,  should  not  be  used  in  children  <  8  yrs  (except  for  anthrax)  unless  other  drugs  are  not 
available  or  are  contraindicated.  Tetracyclines  can  impair  bone  formation  (reversible  with  dis¬ 
continuation)  and  can  cause  permanent  tooth  discoloration  (especially  with  long-term  use). 
Side-effects: 

Photosensitivity  (potential  for  excessive  sunburn) 

Dizziness 
Headache 
Anorexia 
Nausea 
Vomiting 
Diarrhea  (rare) 

Adverse  reactions: 

Pseudotumor  cerebri  (benign  intracranial  hypertension);  usually  manifested  as  blurred  vision  and 
headache;  reversible  with  discontinuation 

Esophageal  ulcerations  (make  sure  to  drink  plenty  of  water  when  swallowing  capsules) 

Elevated  liver  transaminases 

Dermatologic  -  a  variety  of  reactions  have  been  reported,  including  Stevens-Johnson  Syndrome 
Vaginal  yeast  infections 

Preparation  procedure/  Other  notes: 

Take  on  an  empty  stomach.  Meals,  dairy  products,  iron-containing  products  and  antacids  can 
impair  absorption. 

Caution  patients  experiencing  CNS  symptoms  about  driving  and  operating  hazardous  machinery 
during  therapy. 

Concurrent  use  of  tetracyclines  may  render  oral  contraceptives  less  effective;  use  alternate  source 
of  contraception  during  therapy. 

TMEP  Use: 

Gastroenteritis  Protocol  (See  TMEP  27) 

Malaria  Protocol  (See  TMEP  37) 


85 


Winter  2007  Supplement 


Dulcolax  (Bisacodyl) 

Description:  Stimulant  laxative 

Indications: 

Used  to  treat  constipation  or  to  clean  out  the  intestinal  tract  before  bowel  examinations  or  bowel 
surgery. 

Contraindications: 

Ileus 

Intestinal  obstruction 

Acute  surgical  abdominal  conditions  like  acute  appendicitis,  acute  inflammatory  bowel  diseases 
Severe  dehydration. 

Known  hypersensitivity  to  substances  of  the  triarylmethane  group. 

Adverse  Reactions: 

Rarely,  abdominal  discomfort  and  diarrhea  have  been  reported. 

Adult  Dose: 

Swallow  the  tablets  whole  with  a  full  glass  of  water  or  juice.  Do  not  crush  or  chew  the 
tablets.  The  tablets  should  work  within  6  to  10  hours. 

5  to  15mg. 

Pediatric  Dose: 

6  to  12  years:  5mg,  taken  at  bedtime  or  in  the  morning  before  breakfast  to  produce  evac¬ 
uation  approximately  8  hours  later. 

Preparation  Procedure/Other  Notes: 

Tablets  have  a  special  coating  and  therefore  should  not  be  taken  together  with  milk  or  antacids. 
Tablets  should  be  swallowed  whole  with  adequate  fluid. 

TMEP  Use 

Constipation/Fecal  Impaction  Protocol  (See  TMEP  17) 

Epinephrine  (Adrenaline) 

Description:  Alpha  and  beta  adrenergic  sympathomimetic.  First-line  drug  for  anaphylaxis  (See  ACLS  drugs 
for  cardiac  therapy).  Causes  bronchodilatation,  vasoconstriction,  increases  blood  pressure.  Decreases 
edema/swelling  due  to  allergic  reactions. 

Note: 

1:1,000  dilution  epinephrine  (lmg  in  lee)  is  standard  pararescue  issue. 

1:10,000  dilution  (lmg  in  lOcc)  is  the  standard  ‘Cardiac’  dosage  form  for  IV  use. 

1:1,000  epinephrine  can  be  diluted  to  the  1:10,000  form  by  putting  lee  of  1:1,000  epinephrine 
(lmg  epinephrine)  in  9cc’s  of  normal  saline  (total  volume  of  lOcc). 

Indications:  Anaphylaxis 

Allergic  reactions  (mild/moderate/severe) 

Asthma 

Contraindications:  1:1,000  Epinephrine  is  NOT  given  IV. 

Use  caution  in  patients  with  a  history  of  heart  disease  or  over  the  age  of  40. 

Do  not  inject  Epinephrine  (or  solutions  containing  Epi)  into/near  the  fingers,  toes,  nose,  ears 
or  penis.  Intense  vasoconstriction  may  cause  necrosis. 

Adult  Dose  (Epinephrine): 

Anaphylaxis:  0.3-0.5mg  (3-5cc  of  1:10,000  dilution)  IV  or  0.3-0.5mg  (0.3-0.5cc  of  1:1,000 
dilution)  IM 

Allergic  reaction:  0.3-0.5mg  (0.3-0.5cc  of  1:1,000  dilution)  SubQ  or  IM 
Asthma:  0.3-0.5mg  (0.3-0.5cc  of  1:1,000  dilution)  SubQ  or  IM 
Pediatric  Dose:  O.Olmg/Kg  SubQ  or  IM.  Not  to  exceed  0.5mg 
Side-effects: 

Cardiac  arrhythmias 
Ventricular  Tachycardia 
Ventricular  Fibrillation 
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Angina 

Hypertension 

BP 

Nausea 

Vomiting 

Vasoconstriction 

Adverse  Reactions: 

Uncontrolled  effects  on  myocardium  &  arterial  system 

TMEP  Use 

Anaphylactic  Reaction  Protocol  (See  TMEP  1 1) 

Asthma  (Reactive  Airway  Disease)  Protocol  (See  TMEP  12) 

Sepsis/Septic  Shock  Protocol  (See  TMEP  45) 

Ertapenem  IV  (Invanz®) 

Description:  Carbapenem  antibiotic 

Indications: 

Complicated  intra-abdominal  infections 
Complicated  skin  infections 
Pneumonia 

Complicated  UTI,  including  pyelonephritis 
Acute  pelvic  infections 

Drug  of  choice  for  penetrating  battlefield  trauma 
Contraindications: 

Hypersensitivity  to  ertapenem 

Penicillin  allergy  with  documented  severe  reaction  to  PCN 
Hypersensitivity  to  other  carbapenem  antibiotics 
Anaphylactic  reactions  to  other  beta-lactam  antibiotics 
IM:  hypersensivity  to  lidocaine  or  other  anesthetics  of  amide -type 

Adult  Dose: 

lgm  daily 

May  be  administered  IV  up  to  14  days  or  IM  injection  for  up  to  7  days 
For  IV  administration,  infuse  over  30  minutes 

Pediatric  Dose: 

Not  approved  in  patients  <  18  yrs 

Side-effects: 

Diarrhea 

Infused  vein  phlebitis/thrombophlebitis 

Nausea/  vomiting 

Headache 

Vaginitis 

Adverse  Reactions: 

Seizures 

Preparation  Procedure/  Other  Notes: 

Visually  inspect  any  solution  of  ertapenem  for  particulate  matter  and  discoloration  prior  to  use. 
when  possible.  Solutions  range  in  color  from  colorless  to  pale  yellow.  Variations  in  color  do 
not  affect  potecy  of  the  drug. 

IV  administration-  must  be  reconstituted  prior  to  administration. 

Do  not  mix  or  co-infuse  with  other  medications. 

Do  not  use  diluents  containing  dextrose. 

Reconstitute  the  contents  of  a  lgm  vial  of  ertapenem  with  10  ml  of  0.9%  NaCl,  or  bacteriosta¬ 
tic  water  for  injection. 
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Shake  well  to  dissolve,  and  immediately  transfer  contents  to  50ml  of  0.9%  NaCl. 

Complete  infusion  within  6  hrs  of  reconstitution. 

IM  administration  -  must  be  reconstituted  prior  to  administration. 

Reconstitute  the  contents  of  a  lgm  vial  of  ertapenem  with  3.2ml  of  1%  lidocaine  HC1  injection 
(without  epinephrine).  Shake  vial  thoroughly  to  form  solution. 

Immediately  withdraw  the  contents  of  the  vial,  and  administer  by  deep  IM  injection  into  a  large 
muscle  mass  (such  as  the  gluteal  muscles  or  lateral  part  of  the  thigh). 

Use  the  reconstituted  IM  solution  within  1  hr  after  preparation.  DO  NOT  ADMINISTER  THE 
RECONSTITUTED  IM  SOLUTION  IV. 

TMEP  Use: 

Acute  Abdominal  Pain  Protocol  (See  TMEP  4) 

Bronchitis/Pneumonia  (Severe)  Protocol  (See  TMEP  14) 

Cellulitis  Protocol  (See  TMEP  15) 

Joint  Infection  Protocol  (See  TMEP  35) 

Meningitis  Protocol  (See  TMEP  38) 

Renal  Colic/Kidney  Stone  Protocol  (See  TMEP  43) 

Sepsis/Septic  Shock  Protocol  (See  TMEP  45) 

Fentanyl  -  See  Oral  Fentanyl  (See  TMEP  A-26) 

Flagyl  (Metronidazole) 

Description:  Nitroimidazole  antibiotic 
Indications:  Gastroenteritis  presumed  due  to  Giardia 

Contraindications: 

Hypersensivity  to  any  component  of  product,  or  other  nitroimidazole  derivatives. 

Pregnancy  (first  trimester  in  patients  with  Trichomoniasis). 

Administer  with  caution  to  patients  with  CNS  diseases. 

Use  with  caution  in  patients  with  history  of  blood  dyscrasias. 

Adult  Dose: 

Amebic  Dysentery  -  750mg  PO  TID  x  5-10  days 
Trichomoniasis  -  2gm  PO  x  1  dose;  OR  250mg  PO  TID  x  7  days 
Giardia  -  250mg  PO  TID  x  5  -7  days 
Severe  anaerobic  infections  -  lgm  IV,  the  500mg  IV  q  6  h 

Pediatric  Dose: 

Safety  and  efficacy  have  not  been  established,  except  for  amebiasis.  35  to  50mg/kg  TID  for  10 
days.  Newborns  exhibit  a  reduced  capacity  to  eliminate  the  drug. 

Side-effects: 

Disulfiram-like  reaction  including  flushing,  palpitations,  tachycardia,  nausea,  vomiting  may 
occur  with  concomitant  ethanol  ingestion.  Refrain  from  ethanol  during  therapy  and  >1  to  3  days 
afterward. 

Adverse  reactions: 

Seizures 

Peripheral  neuropathy  (numbness  or  parethesia  of  extremity) 

Patients  with  undiagnosed  candidiasis  may  present  more  prominent  symptoms  during  therapy; 
treat  with  candicidal  agent. 

TMEP  Use: 

Gastroenteritis  Protocol  (See  TMEP  27) 

Fluroquinolones  -  See  Quinolones,  Moxafloxacin,  Gatifloxacin,  Levofloxacin  (See  Section  A-29) 

Fluconazole  -  See  Diflucan  (See  Section  A-8) 


88 


Journal  of  Special  Operations  Medicine 


Gatifloxacin  0.3%  ophthalmic  liquid  (Zymar®) 

Description:  Ocular  fluoroquinolone 
Contraindications : 

Hypersensitivity  to  any  component  of  product 

Adult  Dose: 

Days  1  and  2:  instill  1  drop  in  affected  eye(s)  every  2  hrs  while  awake,  up  to  8  times/day 
Days  3  to  7:  Instill  1  drop  in  affected  eye(s)  up  to  4  times/day  while  awake 

Pediatric  Dose: 

Safety  and  efficacy  in  infants  <  1  year  not  established 
Pediatric  dosing  like  adult  dosing 

Side-effects: 

Upon  instillation,  may  cause  temporary  blurring  of  vision  or  stinging.  If  stinging,  burning,  or 
itching  becomes  pronounced,  or  redness,  irritation,  swelling,  decreasing  vision  or  pain  persists 
or  worsens,  discontinue  and  consider  alternative  therapy. 

Lid  margin  crusting,  white  crystalline  precipitates  and  foreign  body  sensation  in  the  eye  have 
been  reported. 

Bad/bitter  taste  in  mouth 
Nausea 

Adverse  reactions: 

Discontinue  at  first  sign  of  skin  rash  or  other  allergic  reaction. 

Corneal  staining 
Tearing  and  photophobia 

Preparation  Procedure/  Other  Notes: 

To  instill  in  eye,  tilt  head  back,  place  medication  in  conjunctival  sac  and  close  eye(s).  Apply 
light  finger  pressure  on  lacrimal  sac  for  1  minute  following  instillation.  To  avoid  bottle  con¬ 
tamination,  do  not  touch  tip  of  container  to  any  surface.  Replace  cap  after  use. 

In  general,  contact  lenses  should  not  be  worn  during  therapy 

TMEP  Use: 

Corneal  Abrasion,  Corneal  Ulcer,  Conjunctivitis  Protocol  (See  TMEP  19) 

Otis  Externa  Protocol  (See  TMEP  39) 

Glucose  -  See  Glutose  (See  Next  Page) 

Glutose  (Dextrose,  glucose) 

Description:  Carbohydrate 

Indications:  Altered  mental  status  caused  by  hypoglycemia  defined  as; 

Adults:  Diabetics  =  fingerstick  blood  glucose  analysis  less  than  1  lOmg/dL 

Non-diabetics  =  fingerstick  blood  glucose  analysis  less  than  80mg/dL 
Children:  Diabetics  =  fingerstick  blood  glucose  analysis  less  than  90mg/dL 

Non-diabetics  =  fingerstick  blood  glucose  analysis  less  than  60mg/dL 

Contraindications: 

Absent  gag  reflex 

Patients  who  are  unable  to  protect  their  own  airway 
Patients  who  are  unable  to  swallow 

Adult  Dose: 

Full  tube  given  by  mouth  in  small  doses  (25  to  50gm)  -  standing  order 
Pediatric  Dose: 

0.5gm/kg  in  small  doses  -  standing  order 

Drug  Action: 

Increases  blood  glucose  level 

Onset: 

1  minute 
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Duration: 

Depends  on  the  degree  of  hypoglycemia 

Precautions: 

Assure  gag  reflex  is  present 

Side-effects: 

Aspiration 
TMEP  Use: 

Acute  Behavioral  Changes  Protocol  (See  TMEP  6) 

Loss  of  Consciousness  (without  seizures)  Protocol  (See  TMEP  36) 

Seizures  Protocol  (See  TMEP  44) 

Hespan  (Hetastarch  in  NaCl)  Plasma  Volume  Expander  (Artificial  Colloid) 

Hextend  (Hetastarch  in  Lactated  Electrolyte  Solution) 

Description:  Plasma  Volume  Expander  (Artificial  Colloid).  Both  Hespan  and  the  newer  product 

Hextend  are  artificial  colloids  and  are  used  to  expand  the  plasma  volume.  The  major  advantage 
over  crystalloids  is  that  these  products  give  more  volume  expansion  for  a  longer  period  of  time 
for  the  same  infused  volume.  These  products  are  not  blood  or  plasma  replacements,  they  have 
no  oxygen  carrying  capacity,  and  they  have  no  coagulation  properties.  These  products  should 
not  be  used  to  treat  dehydrated  patients. 

Indications: 

Treatment  of  shock  secondary  to  hemorrhage. 

Do  not  give  more  than  1  liter  (lOOOcc)  of  Hespan  or  Hextend  to  any  casualty. 

Contraindications : 

Known  bleeding  disorders  or  uncontrolled  hemorrhage 
CHF 

Renal  impairment 

Not  for  use  in  children  under  12  years 
Dehydration 

Use  with  caution  in  pregnancy. 

Dosage: 

Patient  in  shock,  bleeding  not  controlled:  hold  fluid  and  control  bleeding. 

Patient  in  shock,  bleeding  controlled:  start  500cc  of  Hespan/Hextend  IV,  check  for 
improvement  in  BP  (titrate  to  SBP  of  85)  or  improved  mentation.  Hold  further  fluid 
when  either  improvement  point  is  met. 

Patient  still  in  shock  after  first  500cc  of  Hespan/Hextend:  start  second  500cc  bag  and 
titrate  till  improvement. 

Side-effects: 

Nausea/vomiting 
Peripheral  and  facial  edema 
Urticaria 
Flushing  chills 
Adverse  Reactions: 

Severe  anaphylaxis  (rare) 

Ibuprofen  -  See  Motrin  (See  Section  A-22) 

Imodium  (Loperamide  HC1) 

Description:  Antidiarrheal  (opioid) 

Indications: 

Treatment  of  acute  diarrhea.  For  use  in  acute,  non-invasive  diarrhea  only. 

Refer  to  medical  emergencies  if  blood  and/or  mucus  are  present  in  stool,  or  diarrhea  is 
associated  with  fever  (infectious  diarrhea). 
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Contraindications: 

Acute  dysentery. 

Not  for  use  in  children  <  12  y.o. 

Dosage: 

2  capsules  (4mg)  first  dose,  then  1  capsule  (2mg)  after  every  unformed  stool,  not  to 
exceed  lOmg  (5  capsules)  in  24  hours.  Use  only  if  control  of  diarrhea  is  critical  for 
continued  operations. 

Side-effects: 

Abdominal  pain/distention 

Nausea 

Vomiting 

Severe  constipation 

Drowsiness 

Dizziness. 

Adverse  Reactions: 

Hypersensitivity 

TMEP  Use: 

Gastroenteritis  Protocol  (See  TMEP  27) 

Invanz®  -  See  Ertapenem  IV  (See  Section  A-12) 

Keflex  (Cephalexin) 

Description:  Broad  spectrum  bactericidal  oral  antibiotic  (1st  generation  cephalosporin)  effective 

against  gram  positive  and  basic  gram  negative  organisms. 

Indications: 

Infections  of  the  respiratory  tract,  genitourinary  tract,  and  soft  tissue  infections. 

Contraindications : 

Use  caution  in  patients  with  a  history  of  Penicillin  allergy. 

Allergy  to  Cephalosporin  class  of  drugs 
Hepatic  dysfunction 
Liver  dysfunction 

Adult  Dose: 

250mg  to  lgm  PO  q.  6hrs. 

Pediatric  Dose: 

6  to  1 2m g/Kg  PO  q6h. 

Side-effects: 

Dizziness 

Headache 

Malaise 

Nausea 

Vomiting 

Diarrhea 

Urticaria 

Adverse  Reaction: 

Neutropenia 
Eosinophilia 
Anemia 
Parethesias 
Abdominal  cramps 
Skin  disorders 
TMEP  Use: 

Acute  Dental  Pain  (See  TMEP  7) 
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Larium  -  see  Mefloquine  (See  Section  A-20) 


Lidocaine  HCL  (Xylocaine) 

Description:  Local  anesthestic,  See  ACLS  drugs  for  cardiac  therapy. 

S3  Caution:  Some  lidocaine  solutions  contain  1:10,000  epinephrine.  This  causes  intense 
vasoconstriction,  and  prolongs  the  duration  of  the  anesthesia.  These  solutions  are  iden¬ 
tified  by  a  red  label  or  red  lettering  on  the  label.  DO  NOT  use  solutions  containing 
epinephrine  on  or  near  the  fingers,  toes,  nose,  ears  or  penis. 

Indications: 

Local  anesthetic:  Suturing,  debridement,  nerve  blocks,  thoracostomy  or  other  similar 
procedures.  Duration  of  anesthesia  is  30  to  60  minutes. 

Cardiac  Use:  Use  ACLS  Protocols 

Dose  (Local  anesthesia):  To  desired  effect.  Maximum  single  adult  dose  is  4.5mg/Kg 
or  300mg  (15cc’s  of  the  2%  solution  contains  300mg  lidocaine). 

Note  1 :  This  is  a  different  max  dose  than  with  IV  lidocaine  for  ACLS  use. 

Note  2:  2%  lidocaine  contains  20  mg  of  lidocaine  per  cc.  Diluting  2%  lidocaine  1:1 
with  normal  saline  gives  a  1%  solution  ( lOmg  per  cc)  that  is  just  as  effective  as  the  2%  solution. 
Contraindications : 

2nd  degree,  3rd  degree  AV  block 
Hypotension 
Stokes-Adams  Syndrome 
Side-effects: 

Slurred  speech 
Altered  mental  status 
Tinnitus 
Edema 

Adverse  Reactions: 

Dermatologic  reactions 
Status  asthmaticus 
Anaphylaxis 
Seizures 

TMEP  Use: 

Back  Pain  (Acute,  Musculoskeletal,  Severe)  Protocol  (See  TMEP  13) 

Cutaneous  Abscess  Protocol  (See  TMEP  21) 

Ingrown  Toenail  Protocol  (See  TMEP  34) 

Loperamide  HCI  -  See  Imodium  (See  Section  A- 16) 

Macrolide  Class  of  Antibiotics  -  See  Azithromycin  (Z-Pak®)  (See  Section  A-35) 

Malarone  (Atovaquone  250mg/  proguanil  lOOmg) 

Description:  Antimalarial 
Indications: 

Prophylaxis  and  treatment  of  Plasmodium  falciparum  malaria 

Contraindications: 

Hypersensitivity  to  atovaquone,  proguanil 

Prophylaxis  in  patients  with  severe  renal  impairment  (Cr  CL  <  30mL/min)  unless  potential  bene¬ 
fits  outweigh  risks  of  non-treatment  (progaunil  accumulates  in  severe  renal  failure) 

Adult  Dose: 

There  are  pediatric  tablets  as  well  as  adult  tablets. 
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Prophylaxis: 

Start  treatment  1  or  2  days  prior  to  entering  malaria  endemic  area  and  continue  daily  during  the 
stay  and  for  7  days  after  return. 

I  tablet  (adult  strength)  daily 
Treatment: 

4  tablets  (adult  strength;  total  daily  dose  atovaquone  lgm/  400mg  proguanil)  as  a  single  daily  dose 
for  3  consecutive  days. 

Pediatric  Dosage:  There  are  pediatric  tablets  as  well  as  adult  tablets 

Tablets  may  be  crushed  and  mixed  with  condensed  milk  just  prior  to  administration  for  those  hav¬ 
ing  difficulty  in  swallowing  tablets. 

Prophylaxis  dosing  based  on  body  weight 

Safety  and  efficacy  for  prophylaxis  have  been  established  for  children  >  11kg. 

Dosage  of  atovaquone/proguanil  in  prevention  of  malaria  in  pediatric  patients 
Weight  (kg)  Atovaquone/proguanil  total  daily  dose  Dosage  regimen: 

II  to  20  62.5mg/  25mg  1  pediatric  tablet  daily 

21  to  30  125  mg/  50mg  2  pediatric  tablets  as  a  single  daily  dose 

31  to  40  187.5  mg/75mg  3  pediatric  tablets  as  a  single  daily  dose 

>40  250  mg/  lOOmg  1  tablet  (adult  strength)  as  a  single  daily  dose 


Treatment  dosing  based  on  body  weight 

Safety  and  efficacy  for  treatment  have  been  established  for  children  >  5kg. 

Dosage  of  atovaquone/proguanil  in  treatment  of  malaria  in  pediatric  patients 


Weight  (kg) 

Atovaquone/proguanil  total  daily  dose  Dosage  regimen 

5  to  8 

125mg/50mg 

2  tablets  (pediatric  strength) 

daily  for  3  consecutive  days 

9  to  10 

187.5mg/75mg 

3  tablets  (pediatric  strength) 

daily  for  3  consecutive  days 

11  to  20 

250mg/  lOOmg 

1  tablet  (adult  strength) 

daily  for  3  consecutive  days 

21  to  30 

500mg/200mg 

2  tablets  (adult  strength)  as  single 

daily  dose  for  3  consecutive  days 

31  to  40 

750mg/300mg 

3  tablets  (adult  strength)  as  single  daily 
dose  for  3  consecutive  days 

>40 

Side-effects: 

1  gm/400  mg 

4  tablets  (adult  strength)  as  single  daily 
dose  for  3  consecutive  days 

Headache 

Abdominal  pain 

Nausea/  vomiting/diarrhea 

Dizziness 

Cough  (pediatrics) 

Adverse  Reactions: 

Liver  transaminase  elevations 

Possible  association  with  seizures  and  psychotic  events  (e.g.  hallucinations) 

Cutaneous  reactions,  including  photosensitivity,  erythema  multiforme  and  Stevens-Johnson  syndrome- 
Preparation  Procedure/  Other  Notes: 

Take  daily  dose  at  the  same  time  every  day  with  food  or  milk 
If  vomiting  occurs  within  1  hr  of  dosing,  repeat  the  dose 

Treatment  has  not  been  evaluated  for  treatment  of  cerebral  malaria  or  other  severe  manifestations 
of  complicated  malaria. 

Absoiption  may  be  reduced  in  patients  with  diarrhea  or  vomiting.  May  need  to  add  antiemetic  to 
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prevent  vomiting. 

Include  protective  clothing,  insect  repellants,  bed  nets  as  important  components  of  malaria  pro¬ 
phylaxis.  If  a  dose  is  skipped,  take  it  as  soon  as  possible,  and  then  return  to  normal  schedule.  Do 
not  double  the  next  dose. 

TMEP  Use: 

Malaria  Protocol  (See  TMEP  37) 

Mefloquine  (Larium®) 

Description:  antimalarial  agent 

Indications: 

Prevention  of  mild  to  moderate  malaria  caused  by  Plasmodium  falciparum  (including  chloro- 
quine -resistant  strains)  and  P.  vivax. 

Treatment  of  mild  to  moderate  malaria  caused  by  Mefloquine-susceptible  strains  of  P.  falciparum 
(both  chloroquine-susceptible  and  resistant  strains)  and  P.  vivax 

Contraindications: 

Hypersensitivity  to  related  compounds  (e.g.  quinine,  quinidine) 

Patients  with: 

Active  depression 
Recent  history  of  depression 
Generalized  anxiety  disorder 
Psychosis 

Schizophrenia  or  other  major  psych  disorders 
History  of  convulsions 

Adult  Dose: 

Prophylaxis:  250mg  once  weekly 

Initiate  therapy  1  -2  weeks  prior  to  departure  to  endemic  area 
Dose  must  be  administered  on  same  day  of  week 

Continue  prophylaxis  for  4  additional  weeks  upon  return  from  endemic  area 
Treatment::  5  tablets  (1250mg)  given  as  a  split  dose  taken  6-8  hours  apart. 

Do  not  take  on  empty  stomach. 

Take  with  at  least  240ml  (8oz.)  glass  water 
Pediatric  Dose: 

Prophylaxis: 

Children  >  45kg:  one  250mg  tablet  should  be  taken  in  children 

Children  <45kg:  weekly  dose  decreases  in  proportion  to  body  weight  (3  to  5mg/kg  once  weekly): 
30  to  45kg:  3A  tablet 
>20  to  30  kg:  ‘A  tablet 
Up  to  20  kg:  ‘A  tablet 

Experience  with  Mefloquine  in  infants  <  3  months  or  weighing  <  5mg  is  limited 
Initiate  therapy  1  week  prior  to  departure  to  endemic  area 
Dose  must  be  administered  on  same  day  of  week 

Continue  prophylaxis  for  4  additional  weeks  upon  return  from  endemic  area 
Treatment:  20  to  25mg/kgfor  nonimmune  patients 

Splitting  the  dose  into  2  doses  taken  6  to  8  hrs  apart  may  reduce  adverse  effects 
Treatment  in  children  has  been  associated  with  early  vomiting:  if  patient  vomits  within  30  minutes 
of  dose  and  a  significant  loss  of  drug  is  suspected  by  inspection  of  emesis,  re-dose  patient  with  full 
dose;  if  vomiting  occurs  within  30  to  60  minutes,  administer  V2  the  full  dose. 

Do  not  administer  on  an  empty  stomach  and  give  with  ample  water. 

For  very  young  patients,  dose  may  be  crushed,  mixed  with  water  or  sugar  water  and  may  be 
administered  via  oral  syringe. 

Experience  in  infants  <  3  months  or  <  5kg  is  limited 
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Side-effects: 

Cardiac  rhythm  disturbances 

Exercise  caution  when  performing  activities  requiring  alertness  and  fine  motor  coordination  such 
as  driving,  piloting,  operating  heavy  machinery  as  dizziness,  loss  of  balance  have  occurred  with 
Mefloquine  during  and  following  its  use 

Adverse  Reactions: 

Reactions  (symptoms)  attributable  to  Mefloquine  cannot  be  distinguished  from  symptoms  of 
malaria.  Due  to  long  half-life  of  the  drug,  symptoms  could  persist  for  several  weeks  following 
the  last  dose. 

Prophylaxis 
Vomiting  (3%) 

Dizziness 
Syncope  (fainting) 

Extrasystoles  (skipped  hearbeats;  <1%) 

Treatment 
Dizziness,  headache 
Myalgia  (muscle  aches) 

Nausea,  vomiting 
Fever,  chills 
Diarrhea 
Skin  rash 
Abdominal  pain 
Fatigue 

Loss  of  appetite 
Tinnitus  (ringing  in  the  ears) 

Preparation  Procedure/  Other  Notes: 

Patients  given  Mefloquine  for  P  vivax  are  at  high  risk  for  relapse  and  should  subsequently  receive 
Primaquine. 

There  is  insufficient  clinical  data  to  document  Mefloquine’s  effect  on  malaria  caused  by  P.  ovale 
or  P.  malariae. 

Liver  impairment  can  prolong  the  elimination  of  Mefloquine. 

When  Mefloquine  is  taken  concurrently  with  oral  live  typhoid  vaccines,  attenuation  of  immu¬ 
nization  cannot  be  excluded.  Therefore,  complete  attenuated  oral  live  vaccinations  at  least  3  days 
before  starting  Mefloquine 

Anticonvulsant  blood  levels  (e.g.  phenytoin  [Dilantin®],  valproic  acid  [Depakote®],  carbamazepine 
[Tegretol®],  and  phenobarbital)  may  be  reduced  by  Mefloquine  and  therefore  risk  for  convulsions  may  increase  in 
patients  with  history  of  epilepsy.  Mefloquine  itself  has  also  been  associated  with  convulsions  in  the  absence  of 
anticonvulsant  treatment 

TMEP  Use: 

Malaria  Protocol  (See  TMEP  37) 

Meloxicam  -  See  Mobic  (See  Below) 

Metronidazole  -  See  Flagyl  (See  Section  A-13) 

Mobic  (Meloxicam) 

Description:  NSAID 
Indications: 

Relief  of  the  signs  and  symptoms  of  osteoarthritis  and  rheumatoid  arthritis.  . 

Mild  to  moderate  pain  relief 
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Contraindications: 

Allergy  to  NSAID  class  of  drugs,  Aspirin. 

Dosage: 

7.5mg  or  15mg  daily.  The  maximum  recommended  daily  oral  dose  is  15mg. 

Side-effects: 

Allergic  reaction 

Anaphylactoid  reactions  including  shock 

Face  edema 

Fatigue 

Fever 

Flot  flushes 
Malaise 
Syncope 
Weight  decrease 
Weight  increase 
Dyspepsia 
TMEP  Use: 

Pain  Management  Protocol  (See  TMEP  41) 

Motrin  (Ibuprofen) 

Description:  NSAID,  analgesic,  antipyretic 
Indications: 

Mild  to  moderate  pain 
Arthritis 

Contraindications: 

Note:  Should  not  be  given  to  patients  with  a  history  of  aspirin  sensitivity  or  severe  asthma 

Penetrating  trauma 

Suspected  internal  bleeding 

Suspected  intracranial  bleeding 

Pregnancy 

Nursing  mothers. 

Dosage: 

200  to  800mg  PO  TID.  or  QID  Not  to  exceed  2400mg/day  (800mg  TID) 

Side-effects: 

Nausea 
Vomiting 
Headache 
Dizziness 
Drowsiness 
Adverse  Reactions: 

Prolonged  bleeding  time 
Tinnitus 
Edema 
Peptic  ulcer 
TMEP  Use: 

Pain  Management  Protocol  (See  TMEP  41) 

Morphine  Sulfate  (opiod) 

Description:  Narcotic  analgesic  -  alters  perception  of  pain  and  emotional  response  to  pain. 

Have  Narcan  available  when  using  Morphine. 

Alters  perception  and  emotional  response  to  pain. 
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Indications: 

Severe  pain 

Pain  from  cardiac  ischemia 
Contraindications: 

Respiratory  depression 

Hypotension 

Head  injury 

Adult  Dose:  4  to  15mg  IV/IM  slow  push.  Titrate  to  response. 

Pediatric  Dose:  0.1  to  0.2mg/Kg  IM/IV  Do  not  exceed  15mg. 

Side-effects: 

Hypotension 
Bradycardia 
Nausea 
Vomiting 
Dizziness 
Pruritus 
Skin  flushing 
Adverse  Reactions: 

Seizures  with  large  doses 
Constipation 
Ileus 

Urinary  retention 

TMEP  Use: 

Chest  Pain  of  Possible  Cardiac  Origin  (See  TMEP  16) 

Flank  Pain  Protocol  (See  TMEP  25) 

Pain  Management  Protocol  (See  TMEP  41) 

Pulmonary  Embolus  Protocol  (See  TMEP  42) 

Moxifloxacin  (Avelox) 

Description:  4th  generation  quinolone 

Broad  spectrum  antibiotic  with  broad  anaerobic  coverage  for  PO/IV  administration).  Inhibits 
DNA  preventing  cellular  replication  and  division. 

Indications: 

Community-acquired  pneumonia  (CAP),  including  CAP  caused  by  multi-drug  resistant 
Streptococcus  pneumoniae * 

Complicated  skin  and  skin  structure  infections,  including  diabetic  foot  infections 
Complicated  intra-abdominal  infections,  including  polymicrobial  infections  such  as  abscesses 
Contraindications: 

Hypersensitivity  to  fluroquinolones 
Patients  <18  years  old 
Pregnancy  and  lactation 
Uncorrected  hypokalemia 

Dosage: 

400mg/day  PO/IV 

IV  infusion  should  be  over  60  minutes 
Avoid  use  with  antacids; 

Decrease  dose  in  renal  impairment 

Avoid  using  with  antiarrhythmics.  May  cause  prolonged  QT  interval. 

Side-effects: 

Headache 

Nausea 
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Diarrhea 

Photosensitivity 

Insomnia 

Vertigo, 

Adverse  Reactions: 

Tendon  rupture 

Use  cautiously  with  NSAIDs  due  to  increased  CNS  stimulation. 

Prolonged  QT  interval 
Abnormal  dreams 
Pseudomembranosus  colitis 
Preparation  Procedure/  Other  Notes: 

Oral  antacids  decrease  absorption  of  the  Moxafloxacin  when  taken  orally. 

Visually  inspect  any  solution  of  Moxafloxacin  for  particulate  matter  and  discoloration  prior  to  use. 
Solution  must  be  clear. 

IV  administration-  must  be  reconstituted  prior  to  administration. 

Do  not  mix  or  co-infuse  with  other  medications. 

At  cool  temperatures  precipitation  may  occur,  which  will  re-dissolve  at  room  temperature. 

TMEP  Use: 

Acute  Head  and  Neck  Infection,  Including  Epiglottitis,  Protocol  (See  TMEP  8) 
Bronchitis/Pneumonia  (Mild)  Protocol  (See  TMEP  14) 

Cellulitis  Protocol  (See  TMEP  15) 

Cutaneous  Abscess  Protocol  (See  TMEP  21) 

Epistaxis  Protocol  (See  TMEP  24) 

Gastroenteritis  Protocol  (See  TMEP  27) 

Ingrown  Toenail  Protocol  (See  TMEP  34) 

Meningitis  Protocol  (Prophylaxis)  (See  TMEP  38) 

Otitis  Externa  Protocol  (See  TMEP  39) 

Otitis  Media  Protocol  (See  TMEP  40) 

Renal  Colic/Kidney  Stone  Protocol  (See  TMEP  43) 

Urinary  Tract  Infection  Protocol  (See  TMEP  50) 

Mupirocin  ointment  2%  -  See  Bactroban  (See  Section  A-3) 

Naloxone  HC1  -  See  Narcan  (See  Below) 

Narcan  (Naloxone  HCI) 

Description:  Narcotic  antagonist. 

Indications: 

Known  or  suspected  narcotic  induced  respiratory  depression. 

Have  available  when  using  morphine. 

Adult  Dose:  0.4  to  2mg  IV.  Repeat  q.  2  to  3min/pm. 

Duration  is  20  to  40  minutes  (<  duration  of  action  of  morphine).  Repeat  doses  of  may  be 
necessary  after  20  to  30  minutes. 

Pediatric  Dose:  O.Olmg/Kg  dose  IM,  IV  or  SQ  q.  2  to  3  min. 

If  initial  dose  does  not  result  in  clinical  response,  increase  dose  up  to  O.lmg/Kg 
If  no  response  after  lOmg  has  been  administered,  diagnosis  of  narcotic  induced  toxic¬ 
ity  should  be  questioned. 

Side-effects: 

In  narcotic  dependent  patient,  withdrawal  symptoms  may  be  precipitated. 

Adverse  Reactions:  With  higher  than  recommended  doses: 

Nausea 

Vomiting 
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Tachycardia 

Hypertension 

Tremors 

TMEP  Use: 

Loss  of  Consciousness  (without  seizures)  Protocol  (See  TMEP  36) 

Nelfinavir  -  See  Viracept  (See  Section  A-34) 

Nifedipine  (Procardia) 

Description:  An  antianginal  drug  belonging  to  a  class  of  pharmacological  agents,  the  calcium  chan¬ 
nel  blockers.  It  works  by  relaxing  blood  vessels  so  blood  can  flow  more  easily. 

Indications: 

Certain  types  of  chest  pain  (angina).  It  may  help  to  increase  exercise  tolerance  and 
decrease  the  frequency  of  angina  attacks.  Use  other  medications  (e.g.,  sublingual  nitro 
glycerin)  to  relieve  attacks  of  chest  pain. 

Dose: 

lOmg  PO,  repeat  x  1  in  8  hours.  SEE  TMEP. 

Side-effects:  Primarily  vasodilatory  in  nature  (hypotension) 

Warning: 

Although,  in  most  patients,  the  hypotensive  effect  of  nifedipine  is  modest  and  well  tolerated, 
occasional  patients  have  had  excessive  and  poorly  tolerated  hypotension. 

TMEP  use: 

High  Altitude  Pulmonary  Edema  Protocol  (See  TMEP  30) 

Ondansetron  -  See  Zofran  (See  Section  A-36) 

Oral  Fentanyl  (Actiq  Lozenge) 

Description:  Opioid.  Oral  transmucosal  fentanyl  citrate. 

Indications:  Severe  battlefield  related  trauma  pain 
Dosage:  400  to  800mcg. 

The  blister  package  should  be  opened  with  scissors  immediately  prior  to  product  use. 

The  patient  should  place  the  ACTIQ  unit  in  his  or  her  mouth  between  the  cheek  and  lower 
gum,  occasionally  moving  the  drug  matrix  from  one  side  to  the  other  using  the  handle.  The 
ACTIQ  unit  should  be  sucked,  not  chewed.  A  unit  dose  of  ACTIQ,  if  chewed  and  swal¬ 
lowed,  might  result  in  lower  peak  concentrations  and  lower  bioavailability  than  when  con¬ 
sumed  as  directed.  The  ACTIQ  unit  should  be  consumed  over  a  15-minute  period.  Longer 
or  shorter  consumption  times  may  produce  less  efficacy  than  reported  in  ACTIQ  clinical  tri¬ 
als.  If  signs  of  excessive  opioid  effects  appear  before  the  unit  is  consumed,  the  drug  matrix 
should  be  removed  from  the  patient’s  mouth  immediately  and  future  doses  should  be 
decreased. 

Treatment  of  Overdose: 

Ventilatory  support 
Intravenous  access 

Narcan  (naloxone)  or  another  opioid  antagonist  may  be  warranted  in  some  instances, 
but  it  is  associated  with  the  risk  of  precipitating  an  acute  withdrawal  syndrome. 

Side-effects:  The  most  serious  adverse  effects  associated  with  all  opioids  are: 

Respiratory  depression  (potentially  leading  to  apnea  or  respiratory  arrest) 

Circulatory  depression 

Hypotension 

Shock 

All  patients  should  be  followed  for  symptoms  of  respiratory  depression. 
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TMEP  Use: 

Acute  Abdominal  Pain  Protocol  (See  TMEP  4) 

Pain  Management  Protocol  (See  TMEP  41) 

Oxymetazline  EIC1  -  See  Afrin  Nasal  Spray  (See  Section  A-l) 

Phenergan  (Promethazine  HC1) 

Description:  Phenothiazine  class.  An  Ell  receptor  blocking  agent.  Antihistamine,  sedative,  antim- 

tion-sickness,  antiemetic,  and  anticholinergic  effects.  The  duration  of  action  is  generally  from 
four  to  six  hours.  The  major  side-effect  of  this  drug  is  sedation. 

Indications: 

Antihistamine  for  allergies 

Anaphylactic  reactions  in  addition  to  epinephrine. 

Nausea 
Vomiting 
Motion  sickness. 

Antiemetic  therapy 
Contraindications : 

Subcutaneous  injection  may  result  in  tissue  necrosis 
Children  <  2  years  old 
Comatose  states 

Antiemetics  should  not  be  used  in  vomiting  of  unknown  etiology  in  children. 

Asthma 

Adult  Dose: 

Oral  Dose:  The  average  adult  dose  is  25mg  q  4  h. 

Motion  Sickness:  The  average  adult  dose  is  25mg  taken  twice  daily.  The  initial  dose 
should  be  taken  one-half  to  one  hour  before  anticipated  travel  and  be  repeated  8  to  12  hours 
later,  if  necessary.  On  succeeding  days  of  travel,  it  is  recommended  that  25mg  be  given  on 
arising  and  again  before  the  evening  meal. 

Parenteral:  Administered  by  deep  IM  injection. 

Nausea/vomiting:  12.5mg  to  25mg  q  4-6  h  PRN.  If  taking  narcotics  or  barbiturates,  it  may  be 
necessary  to  reduce  doses  of  those  medications  to  prevent  excess  somnolence. 

Motion  Sickness:  12.5mg  to  25mg;  repeat  PRN  up  to  4  times/day 
Pediatric  Dose: 

Oral  Dose: 

Nausea  /  Vomiting: 

2-12  years  old;  l.lmg/kg  of  body  weight.  Do  not  exceed  half  of  the  suggested  adult  dose. 

Children  <  2  years  old:  Contraindicated 

Motion  Sickness:  Contraindicated  in  children 

Parenteral:  Administered  by  deep  IM  injection 

Nausea  /  Vomiting  : 

2  to  12  years  old:  12.5mg  to  25mg  q  4  to  6  h  PRN.  If  taking  narcotics  or  barbiturates,  reduce 
the  dose  to  l.lmg/kg. 

Motion  Sickness:  Contraindicated  in  children 

Side-effects: 

Drowsiness,  sedation,  sleepiness 

Anticholinergic  effects  -  dry  mouth,  urinary  retention,  dry  eyes,  constipation 

Photosensitivity 

Bradycardia. 

Urticaria, 

Sedation 

Respiratory  Depression 
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Hypotension 
Chest  pain 
Adverse  Reactions: 

Lowers  seizure  threshold 
Extrapyramidal  symptoms,  dystonia 
May  exacerbate  glaucoma 
May  exacerbate  hypertension 
Cholestatic  jaundice 
Arrhythmias 
Warning: 

Intra-arterial  injection  may  result  in  gangrene  of  the  affected  extremity 
Because  of  the  potential  for  Phenergan  to  reverse  epinephrine’s  vasopressors  effect,  epineph¬ 
rine  should  NOT  be  used  to  treat  hypotension  associated  with  Phenergan  overdose. 
Preparation  Procedure/Other  Notes: 

Store  at  room  temperature,  between  15°  to  25°  C  (59°  to  11°  F). 

Protect  from  light. 

Use  carton  to  protect  contents  from  light. 

Do  not  use  if  solution  is  discolored  or  contains  a  precipitate. 

IV  administration  may  be  hazardous  and  is  NOT  recommended 

TMEP  Use: 

Acute  Abdominal  Pain  Protocol  (See  TMEP  4) 

Acute  Mountain  Sickness  Protocol  (See  TMEP  9) 

Flank  Pain  Protocol  (See  TMEP  25) 

Gastroenteritis  Protocol  (See  TMEP  27) 

Headache  Protocol  (See  TMEP  28) 

HIV  Post  Exposure  Prophylaxis  Protocol  (See  TMEP  31) 

Hyperthermia  Protocol  (See  TMEP  32) 

Meningitis  Protocol  (See  TMEP  38) 

Pain  Management  Protocol  (See  TMEP  41) 

Renal  Colic/Kidney  Stones  Protocol  (See  TMEP  43) 


Primaquine 

TMEP  Use: 

Malaria  Protocol  (See  TMEP  37) 

Procardia  -  See  Nifedipine  (See  Section  A-26) 

Promethazine  HC1  -  See  Phenergan  (See  Section  A-27) 

Proventil  -  See  Albuterol  Inhaler  (See  Section  A-2) 

Pseudoephedrine  -  See  Sudafed  (See  Section  A-31) 

Quinine 

TMEP  Use: 

Malaria  Protocol  (See  TMEP  37) 

Quinolones  -  General  Antimicrobial  Spectrum 

1st  generation:  Gram  negative  (excluding  Pseudomonas),  urinary  tract  only. 

Example:  nalidixic  acid 

2nd  generation:  Gram  negative  (including  Pseudomonas);  Staph  aureus  but  not  Pneumococcus;  some  atypicals. 


101 


Winter  2007  Supplement 


Examples:  ciprofloxacin,  norfloxacin,  ofloxacin 

3rd  generation:  Gram  negative  (including  Pseudomonas);  gram  positive  (including  Staph  aureus 
Pneumococcus);  expanded  atypical  coverage. 

Example:  levofloxacin 

4th  generation:  Same  as  3rd  generation:  plus  broad  anaerobic  coverage. 

Examples:  gatfloxacin,  moxifloxacin,  trovafloxacin 

Ranitidine  -  Zantac 

Rocephin  (Ceftriaxone  Sodium) 

Description:  3rd  generation  cephalosporin 

Broad  spectrum  bactericidal  antibiotic  for  IV/IM  use. 

Indications: 

Serious  infections  of  the  lower  respiratory  tract  (i.e.  pneumonia);  urinary  tract;  skin 
infections;  intra-abdominal  infections  (especially  penetrating  abdominal  trauma);  penetrat¬ 
ing  trauma  to  the  extremities;  and  CNS  infections 

Contraindications: 

Use  caution  in  patients  with  a  history  of: 

Penicillin  allergy 
Hepatic  dysfunction 
Liver  dysfunction 

Adult  Dose: 

1  to  2gm  IM/IV  daily  or  in  divided  doses  BID;  Max  dose  4gm/day 
Pediatric  Dose: 

50  to  75  mg/Kg  given  in  divided  doses  ql2  hours,  max  dose  2gm/day. 

Side-effects: 

Headaches 

Dizziness 

Nausea 

Vomiting 

Diarrhea 

Abdominal  cramps 
Urticaria 
Temperature 
Adverse  Reactions: 

Eosinophilia 
Thrombocytosis 
Leukopenia 
Injection  Site  — 

Pain 

Induration 
Sterile  abscess 
Tissue  sloughing 
Phlebitis 

Thrombophlebitis  with  IV  use 

Preparation  Procedure: 

Withdraw  lOcc  NaCl  from  a  lOOcc  bag.  Inject  lOcc  NaCl  into  lgm  Rocephin  vial. 

Mix. 

Withdraw  entire  contents  of  vial  and  inject  into  original  lOOcc  NaCl  IV  bag. 

Mix. 

Piggyback  with  running  IV. 

If  giving  IM,  reconstitute  with  1  %  lidocaine  WITHOUT  epinephrine. 
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TMEP  Use: 

Acute  Abdominal  Pain  Protocol  (See  TMEP  4) 

Acute  Dental  Pain  Protocol  (See  TMEP  7) 

Acute  Head  and  Neck  Infection,  Including  Epiglottitis,  Protocol  (See  TMEP  8) 
Bronchitis/Pneumonia  (Severe)  Protocol  (See  TMEP  14) 

Cellulitis  Protocol  (See  TMEP  15) 

Flank  Pain  Protocol  (See  TMEP  25) 

Joint  Infection  Protocol  (See  TMEP  35) 

Meningitis  Protocol  (See  TMEP  38) 

Renal  Colic/Kidney  Stone  Protocol  (See  TMEP  43) 

Sepsis/Septic  Shock  Protocol  (See  TMEP  45) 

Sudafed  (Pseudoephedrine) 

Description:  Adrenergic  class.  Primary  activity  though  a-effects  on  respiratory  mucosal 
membranes  reducing  congestion,  hyperemia,  edema,  and  minimal  bronchodilation 
secondary  to  p-effects. 

Indications: 

Nasal  decongestant 

Adjunct  in  otitis  media  with  antihistamines 
Contraindications: 

Hypersensitivity 
Narrow  angle  glaucoma 
Precautions: 

Pregnancy 
Cardiac  disorders 
Hyperthyroidism 
Diabetes  mellitus 
Prostatic  hypertrophy 
Lactation 
Hypertension 
Adult  Dose: 

30  to  60mg  q4  to  6h  PO 
Pediatric  Dose: 

6  to  12  years  old:  30mg/dose  PO  q  4  to  6h 
2  to  5  years  old:  15mg/dose  PO  q4  to  6h 

Side-effects: 

CNS:  Tremors,  anxiety,  insomnia,  headache,  dizziness,  hallucinations,  seizures 
CV:  Palpitations,  tachycardia,  hypertension,  chest  pain,  dysrrhythmias 
EENT:  Dry  nose,  irritation  of  nose  and  throat 
GI:  Nausea,  vomiting,  anorexia,  dry  mouth 
GU:  dysuria 
Other  Notes: 

Do  not  use  continuously,  or  more  than  recommended  dose. 

Rebound  congestion  may  occur. 

Avoid  taking  at  bedtime,  stimulation  may  occur. 

TMEP  Use: 

Allergic  Rhinitis/Hay  Fever/  Cold  Like  Symptoms  (See  TMEP  10) 

Tequin  -  Gatifloxacin  (No  longer  used) 

Tetracaine  .5%  Drops 

Description:  Local  anesthetic 
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Indications: 

As  a  topical  optic  anesthetic  (may  aid  in  ocular  exam  to  relieve  blepharospasm); 
removal  of  foreign  bodies 

Contraindications : 

Not  for  prolonged  use 

Dosage: 

1  or  2  drops  2  to  3  minutes  before  procedure 
See  appropriate  TMEP 
Side-effects: 

Stinging 

Tearing 

Swelling 

Sensitivity  to  light 
Adverse  Reactions: 

Conjunctival  redness 
Transient  eye  pain 
Hypersensitivity  reactions 
TMEP  Use: 

Corneal  Abrasion,  Corneal  Ulcer,  Conjunctivitis  Protocol  (See  TMEP  19) 
Tetracycline  Class  of  Antibiotics  -  See  Doxycycline  (See  Section  A-9) 

Tylenol  (Acetaminophen) 

Description:  Nonnarcotic  analgesic  and  antipyretic.  Blocks  generation  of  pain  impulses 
the  CNS  by  preventing  sensitization  of  pain  receptors. 

Indications: 

Mild  Pain  or  fever 

Contraindications: 

Individuals  with  hypersensitivity  to  drug 
Cautious  use  in  history  of  excess  alcohol  use 
Chronic  liver  damage 

Dosage: 

325  to  650mg  PO  q  4  to  6  hours;  or  lgm  PO  every  6  to  8h 
Side-effects: 

Rash 

Urticaria 

Adverse  Reactions: 

Hemolytic  anemia 
Liver  damage 

TMEP  Use: 

Acute  Abdominal  Pain  Protocol  (See  TMEP  4) 

Acute  Mountain  Sickness  Protocol  (See  TMEP  9) 

Back  Pain  (Acute,  Musculoskeletal,  Severe)  Protocol  (See  TMEP  13) 
Bronchitis/Pneumonia  Protocol  (See  TMEP  14) 

Constipation/Fecal  Impaction  Protocol  (See  TMEP  17) 

Corneal  Abrasion,  Corneal  Ulcer,  Conjunctivitis  Protocol  (See  TMEP  19) 
Headache  Protocol  (See  TMEP  28) 

Ingrown  Toenail  Protocol  (See  TMEP  34) 

Joint  Infection  Protocol  (See  TMEP  35) 

Malaria  Protocol  (See  TMEP  37) 

Meningitis  Protocol  (See  TMEP  38) 

Otitis  Externa  Protocol  (See  TMEP  39) 


104 


Journal  of  Special  Operations  Medicine 


Otitis  Media  Protocol  (See  TMEP  40) 

Pain  Management  Protocol  (See  TMEP  41) 

Renal  Colic/Kidney  Stone  Protocol  (See  TMEP  43) 

Subungual  Hematoma  Protocol  (See  TMEP  48) 

Urinary  Tract  Infection  Protocol  (See  TMEP  50) 

Valium  (Diazepam):  Benzodiazepine 

Description:  General  CNS  depressant  (Anticonvulsant/sedative). 

Indications: 

Acute  anxiety 
Seizures 

Status  epilepticus 
Relaxation  of  skeletal  muscle 

Drug  of  choice  for  treatment  of  convulsions  associated  with  chemical  agents  or 
organophosphates. 

Note:  Successful  treatment  of  convulsions  from  organophosphate  or  chemical  exposure 
may  require  mass  quantities  and  repeated  administration  of  Diazepam  (Valium). 

Has  NO  analgesic  or  anesthetic  properties. 

Overdose  may  be  reversed  w/  Romazicon  (Flumazenil) 

Contraindications: 

Head  injury 
BP 

Acute  narrow  angle  glaucoma 

Has  additive  effect  with  other  respiratory  depressants  (morphine,  phenergan  and 
alcohol).  Be  prepared  to  perform  BLS. 

Dosage: 

Status  Epilepticus:  5  to  1  Omg  IV  slow  push 
Acute  anxiety:  5  to  15mg  IV  slow  push 
Relaxation  of  skeletal  muscle:  5  to  15mg  IV  slow  push 
Chemical  Warfare:  10  to  15mg  IV  slow  push 

Auto  injection  Diazepam  should  be  used  for  seizures  induced  by  chemicals. 

Side-effects: 

BP 

Respirations 
Drowsiness 
Venous  irritation 
Pain  at  injection  site 
N  &  V 

Adverse  Reactions: 

Bradycardia 
CV  collapse 
Amnesia 

Abdominal  discomfort 

TMEP  Use: 

Acute  Behavioral  Changes  Protocol  (See  TMEP  6) 

Back  Pain  (Acute,  Musculoskeletal,  Severe)  Protocol  (See  TMEP  13) 

Seizures  Protocol  (See  TMEP  44) 

Ventolin  -  See  Albuterol  Inhaler  (See  Section  A-2) 

Viracept  (Nelfinavir) 

TMEP  Use: 

HIV  Post  Exposure  Prophylaxis  Protocol  (See  TMEP  31) 
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Xylocaine  -  See  Lidocaine  HCL  (See  Section  A-17) 

Z -  Pak  -  See  Zithromycin 

Zantac  (Ranitidine) 

Description:  H-2  blocker;  secretion  of  stomach  acid 

Indications: 

Gastric  and/or  peptic  ulcers 
Upper  GI  bleeds 

Prevention  of  stress  ulcers  in  bum  victims  or  patients  on  steroid  treatment. 

Drug  of  choice  for  treatment  of  gastric  or  peptic  ulcers. 

Adjunct  in  treatment  of  urticaria  and  anaphylaxis. 

Contraindications: 

Note:  Drug  Interactions:  absorption  of  oral  diazepam. 

Known/suspected  liver  disease 

Adult  Dosage: 

50mg  IV  or  IM  q  6  to  8  hours  for  ulcers,  bums,  steroid  use,  upper  GI  bleeds,  urticaria 
or  anaphylaxis. 

Oral  dose:  150mg  BID  for  ulcer  or  urticaria. 

Pediatric  Dose:  1.5mg/kg  IV x  1,  then  0. 75mg/kg  IV  every  12  hours 
Side-effects: 

Headache 

Diarrhea 

Constipation 

Muscle  aches 

Vertigo 

Malaise 

Dry  mouth 

Nausea 

Vomiting 

Adverse  Reactions: 

Thrombocytopenia 
Liver  toxicity 

TMEP  Use: 

Anaphylactic  Reaction  Protocol  (See  TMEP  11) 

Zithromax  (Z-Pac,  Azithromycin) 

Description:  Macrolide  antibiotic 
Indications: 

Acute  bacterial  sinusitis 

Mild  community  acquired  pneumonia 

Chancroid  (Genital  ulcer  disease) 

Pharyngitis/tonsillitis  as  alternative  drug  choice  to  first  line  therapy 

Uncomplicated  skin  infections 

Urethritis 

Contraindications: 

Known  allergy  to  azithromycin 
Z-pac  in  children 
Patients  receiving: 

Astemizole  (Hismanal  -  antihistamine  taken  off  of  the  U.S.  market) 
Cisapride  (Propulsid  -  GI  medication) 
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Adult  Dose: 

500mg  as  single  dose  on  day  1,  then  250mg  daily  on  days  2  through  5. 

Pediatric  Dose:  (6  months  of  age  or  older) 

Z-pac  is  not  indicated  for  children.  The  oral  suspension  is  the  only  dose  approved  for  use  in 
children,  and  is  dosed  on  a  mg/kg  basis. 

1  Omg/kg  up  to  500mg  the  first  day;  then  5mg/kg  up  to  250mg  for  the  next  4  days 

Side  effects: 

Generally  mild  and  reversible  upon  discontinuation  of  therapy. 

Nausea,  vomiting,  diarrhea,  abdominal  pain 
Adverse  reactions:Rare 

Angioedema  (swelling  of  the  larynx) 

Cholestatic  jaundice 
Hypersensitivity 

Preparation  Procedure/  Other  Notes: 

Can  be  taken  with  or  without  food 
Continue  regimen  for  duration  of  prescription 

TMEP  Use: 

Bronchitis/Pneumonia  (Mild)  Protocol  (See  TMEP  14) 

Cellulitis  Protocol  (See  TMEP  15) 

Cutaneous  Abscess  Protocol  (See  TMEP  21) 

Gastroenteritis  Protocol  (See  TMEP  27) 

Ingrown  Toenail  Protocol  (See  TMEP  34) 

Meningitis  (Prophylaxis)  Protocol  (See  TMEP  38) 

Otitis  Externa  Protocol  (See  TMEP  39) 

Otitis  Media  Protocol  (See  TMEP  40) 

Renal  Colic/Kidney  Stone  Protocol  (See  TMEP  43) 

Urinary  Tract  Infection  Protocol  (See  TMEP  50) 

Zofran  (Ondansetron) 

Description:  antiemetic 
Indications: 

Prevention  of  nausea  and  vomiting 

Contraindications: 

Hypersensitivity  to  any  component  of  product 

Adult  Dose: 

Oral  Dose:  4  to  8mg  PO  TID  up  to  48  hours 

IV  /  IM  Dose  :  4mg  IV  over  2  to  5  minutes  or  4mg  IM  injection,  TID 
Pediatric  Dose: 

Oral  Dose:  Little  information  available  on  dosing  in  children  <=  3  yrs 
4  to  11  years  of  age:  4mg  TID  up  to  48  hours 
>  12  years  of  age:  4  to  8mg  PO  BID  up  to  48  hours 
IV Dose:  Little  information  available  on  dosing  in  children  <=  2  yrs 
2  to  12  years  old  and  <  40kg:  single  .  1  mg/kg  IV  dose  over  2  to  5  minutes 
2  to  12  Years  and  >  40kg:  4mg  IV  over  2  to  5  minutes 
Side-effects: 

Anxiety 

Dizziness 

Sedation/  drowsiness 
Headache 
Malaise/fatigue 
Chills/shivering 
Constipation  or  diarrhea 
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Fever 

Pruritis 

Urinary  retention 
Musculoskeletal  pain 
Extrapyramidal  symptoms 
Arrhythmias 
Flypotension 
Chest  pain 
Adverse  Reactions: 

Elevated  liver  transaminases 

Rare  cases  of  hypersensitivity,  sometimes  severe  (anaphylaxis)  have  been  reported. 
Syncope  (rare) 

Grand  mal  seizures  (rare) 

Bronchospasm  (rare) 

Transient  blurred  vision  (rare) 

Elypokalemia  (rare) 

TMEP  Use: 

Acute  Abdominal  Pain  Protocol  (See  TMEP  4) 

Acute  Mountain  Sickness  Protocol  (See  TMEP  9) 

Flank  Pain  Protocol  (See  TMEP  25) 

Gastroenteritis  Protocol  (See  TMEP  27) 

Fleadache  Protocol  (See  TMEP  28) 

FlIV  Post  Exposure  Prophylaxis  Protocol  (See  TMEP  31) 

Flyperthermia  Protocol  (See  TMEP  32) 

Meningitis  Protocol  (See  TMEP  38) 

Pain  Management  Protocol  (See  TMEP  41) 

Renal  Colic/Kidney  Stone  Protocol  (See  TMEP  43) 

Zymar  -  See  Gatifloxacin  0.3%  ophthalmic  liquid  (See  Section  A-14) 
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Management  of  medical  emergencies  is  best  accomplished  by 
appropnately  trained  physicians  In  an  Emergency  Department  setting 
Special  Operations  combat  medics  (SOCMs),  however  may  often  find 
themselves  in  austere  tactical  environments  where  evacuation  of  a 
teammate  to  an  MTF  for  a  medical  emergency  would  entail  either 
significant  delays  to  treatment  or  compromise  of  the  unit  s  mission 
Although  SOCM-tramed  medics  are  not  routinely  authorized  by  the  services 
to  treat  non-traumatic  emergencies  in  many  SOF  situations,  training 
SOCMs  to  treat  at  least  some  medical  emergencies  may  result  in  both 
improved  outcome  for  the  individual  and  an  improved  probability  of  mission 
success  The  disorders  chosen  have  one  of  the  following  properties  in 
common:  they  are  relatively  common;  they  are  acute  in  onset,  the  SOCM  is 
able  to  provide  at  least  initial  therapy  that  may  favorably  alter  the  eventual 
outcome,  and  the  condition  is  one  that  is  either  life-threatenmg  or  could 
adversely  effect  the  mission  readiness  of  the  SOF  operator 


TABLE  OF  CONTENTS 


Acute  Barotrauma  from  Diving  or  Swimming 
(Includes  Eardrums,  Sinuses.  Lungs  ) 


Acute  Abdominal  Pain . . . . . . . 

Acute  Barotrauma  . . 

Acute  Behavioral  Change* . 

Acute  Dental  Pain... . .......... . . . . 

Acute  Head  and  Neck  Infection . 

Acute  Mountain  Sickness . . . . . . 

Allergic  Rhinitis/  Hay  Fever/  Cold  Like  Symptoms . . . . 

Anaphylactic  Reaction . . . 

Asthma  .  . . . . 

Back  Pain . . - . . . . 

BronchiUs/Pneumonla  . . . . . 

Cellulitis . . . . 

Chesl  Pain  of  Possible  Cardiac  Origin  . 

Constipation/Fecal  Impaction . . . . . . . 

Contact  Dermatitis  . . . . . 

Corneal  Abrasion.  Comeal  Ulcer.  Conjunctivitis  . . . . 

Cutaneous  Abscess . . 

Deep  Venous  Thrombosis . . . . 

Dohydration  . . 

Eplstexls  . . . . . 

Flank  Pain  . . . . 

Fungal  Skin  Infection . . . . 

Gastroenteritis  . . . 

Headache . . . 

High  Altitude  Cerebral  Edema . . . — . 

High  Altltuda  Pulmonary  Edema  . 

HIV  Post  Exposure  Prophylaxis . 

Hyperthermia  . . . . . 

Hypothermia  ...  . . . . 

Ingrown  Toenail  . 

Joint  infection  . . 

Kidney  Stone  -  See  Renal  Colic . . 

Loss  of  Consciousness  (without  Seizures) . . . . 

Meningitis  . . 

Otitis  Externa . . . . . . . . . . 

Otitis  Media . . 

Pain  Management  Protocol . 

Pulmonary  Embolus 

Renal  Colic.  Kidney  Stones.. . . . 

SeUures  . . - . . . 

Sepsis/Septic  Shock . . . . . . . . 

Smoke  Inhalation . 

Spontaneous  Pneumothorax  . . 

Subungual  Hematoma  . . 

Testicular  Pain . . . 

Urinary  Tract  Infactlon . . . . . . . — . 


SPECIAL  CONSIDERATIONS. 

1  Barotrauma  (damage  from  changes  «i  presaursl  can  occur  tram  dascenl  m  the  water  column 
f»0ueexe*i  or  from  ascent  from  depth  *  compressed  *r  was  used  ('reverse  squeeze'  or 
pulmonary  over  erflitioni 

2  The  most  commonly  effected  site  s  the  rmddte  ear  and  tymperuc  membrane  but  paranasal 
amuses  and  even  teeth  can  be  sheeted 

3  Pulmonary  barotrauma  occurs  when  compressed  or  is  bteetned  at  depth  keomd  try  aacenduvg 
with  a  dosed  erway  (i  e  braacn-hoidmgt  and  can  cause  pnermothorai  or  artenai  gas  embolism 


?I^NSANp_gYMPIQMS: 

t  M<kAs  ear  -  scuts  pern  w 
E*am  may  snow  n 

w  raw  pervortHlat  or  forehead) 

3  Dental  -  acute  pam  locakzed  to  tooth  or  jaw  usually  upon  ascent  from  diving 

4  'Faeemask  Squeeze*,  with  conjunct rvaf  hemorrhage  and  penerMal  brusmg  may  occur  if  mask  a 


Pulmonary  Over- inflation  cough  shortness  ol  bream  sharp  peei  over  one  tide  of  chesl  with  deep 
inspiration  voce  change  or  crepitation  in  s*x-i  over  upper  chesl  or  net*  (subcutaneous  emphysema) 
Possbiy  decreased  bream  sounds  over  one  woe  erf  chest  (pneumothorax) 


Pulmonary  berobaumes  may  lead  lo  oersbral  arsenal  gae  emdoOs  I  CAGE)  CAGE  may 
cause  symptoms  similar  to  a  strene  with  confusion  visual  changes  speech  df*cutfy  or 


MANAGEMENT: 

1  Mdtee  eer  if  tympane  membrane  s  not  ruptured,  no  specie  Ireetmem  other  then  rest  end 
avoidance  of  further  pressure  changes  Decongestants  opbonarf  If  TM  is  ruptured  protect  ear  fram 
water  or  further  trauma  Consider  anhbohw  but  do  not  use  ear  drops  Rster  to  hgher  level  of  care 
when  leatCie 

2  Paranasal  Smut  barotrauma*  No  specific  treatment  other  than  avoidance  erf  further  trauma 
Decongestants  may  be  hafoful 

3  OentM  No  weofic  treatment  orher  man  p»n  control,  observation,  and  evaluation  ol  underlying  dental 
defect  (abscess  cav«y.  or  loose  mmgi 

4  Fscemasfc  squeeze  -  No  specific  treatment  Coto  compress  may  reduce  bruising,  if  4  occurs 

5  Pulmonary  barotraumas  -  if  no  rospestory  dsbess  subcutaneous  emphysema  c#  smai 
pneumothorax  may  be  Seated  w<h  oxygen  breath  ng  at  normal  presses  Monitor  pulse  oximetry  4 
available  H  respvekxy  distress  occurs  treetment  for  tension  pneumothorax  mdudmg  need* 
thoracentesis  or  tube  thoracostomy  (chest  tube),  may  be  necessary 


6  If  cerebral  artenai  gas  embolus  «  suspected  ednvnetar  100%  oxygen  end  IV  normal  saline 

and  consider  evacuaton  to  recomprasson  chamber  ASAP  M  possible  avoid  altitude  exposure 
greeter  than  1000  teat  diamg  evacuaton 


PBfjftSjTKW 

1  Cerebral  enenai 

2  MJdlo 


or  pneumothorax  with  respiratory  dsaess  Urgent  Evacuation 
sinus,  or  puimonery  barotraiAnas  without  resjvatory  distress 


3 


5 
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The  protocols  outlined  in  the  following  pages  carry  the 
following  assumptions: 


A.  The  SOCM  medic  is  In  an  austere  environment  where  a  medical 
treatment  facility  or  a  unit  sick  call  capability  is  not  available.  If  a 
medical  treatment  facility  or  a  medic  authorized  to  treat  patients 
independently  is  available,  then  the  patient  should  be  seen  in  those 
settings  rather  than  by  a  SOCM  medic. 

B  The  individual  to  be  treated  is  a  team  member,  a  coalition  partner,  or  a 
detainee 

C  Immediate  evacuation  may  not  be  possible  and,  even  if  it  is.  may  still 
entail  significant  delays  to  definitive  treatment  The  medical  problem 
may  worsen  significantly  if  treatment  is  delayed 
D  The  SOCM  will  contact  a  consulting  physician  as  soon  as  feasible 
E  SOCM  treatment  will  be  done  under  the  appropriate  protocol 
F.  Medication  regimens  are  designed  to  minimize  the  number  of 
medications  the  SOCMs  are  required  to  learn  and  carry. 
Medications  have  been  used  for  multiple  conditions  when  feasible 
without  compromising  care. 

G  Appropriate  documentation  of  diagnosis  and  treatment  rendered  in  the 
patient's  medical  record  will  be  accomplished  when  the  unit  returns  to 
forward  operating  base 

H  Note  these  protocols  are  not  designed  to  allow  SOCM  medics  to 
conduct  Medical/Civic  Action  (MEDCAP)  missions  independently 
I  Evacuation  recommendations  are  based  on  the  appropriate  therapy  per 
protocol  being  initiated  on  diagnosis 

J  The  definitions  of  Urgent.  Priority,  and  Routine  evacuations  are  based 
on  the  times  found  in  Joint  Publication  4-02  2  of  2.  4.  and  24  hours 
respectively 

K  The  changes  in  the  combat  pill  pack  (Moxifloxacm  and  Mobic).  as 
recommended  by  the  Committee  on  Tactical  Combat  Casualty  Care, 
have  been  changed  in  the  TME  Protocols 
L  The  Fentanyl  oral  dosage  of  800  meg,  as  recommended  by  the 
CoTCCC  has  been  incorporated  into  the  pain  protocol 
M  The  change  in  the  IV  antibiotics  has  also  been  changed  to  reflect 
medication  availability 

N  When  possible,  alternate  antibiotics  or  anti-emetics  have  been  listed 
O  For  any  infection,  limit  contact  and  use  universal  precautions 


Acute  Behavioral  Changes 

(Includes  Psychosis,  Depression  and  Suicidal  Impulses) 

SPECIAL  CONSIDERATIONS: 

t  In  ■  t*csc*l  Mtlmg  cont«)««  UMp  ownvwon  m  a  can* 

Efioiog**  are  numerous  an a  often  aetata  the  management  thu*  mental  ttetu*  efiengea 
could  tie  caueed  by  head  trauma  metabolic  and  endocrine  daease  process**  environmental 

agent  uea  (i  a  maftooumeio'efthoraeai 
3  Conaidar  diabetic  hypogfreeffu*  a«  a  cauaa  o*  afteied  manta'  atatua 


Acute  Abdominal  Pain 


SPECIAL  CONSIDERATIONS: 

1  Common  causes  m  young  healthy  adufts  Include  appendicitis,  cholecystitis. 

pancreatitis  perforated  ulcer  and  diverticulitis 
2.  Consider  constipation'  lecal  enpactioo  as  a  potential  cause  cl  abdominal  pain 


SIGNS  AND  SYMPTOMS: 

1  Acuta  betiavoral  change*  ndude  wtfidraaiai  dapreaaon  aggraaaron  contusion 
patterns  atypeal  tor  fie  mdwdual 

2  Psycho**  ■»  an  acula  e hang*  in  menial  statu*  cha'actanred  by  altered  eenaory  perceptions  that 
not  congmant  *im  reaMy 

A  Auditory  and 'ey  visual  heUucmetion* 

B  May  xiclud*  notent  or  paranoO  behavior 

0  May  include  sever*  w<fidte»*l  from  associate* 

MftM££M£MT 

t  Remove  al  w 


If  hypoxia  •  suspected  a*  a  cause  check  pulse  oximetry 

te. 


0  Conwdw  grvng  consents  ot  t  sugar  paefcat  subbnguaty  to  treat  to  po**4M*  hypogtycenua 

7  XK  IF  MENINGITIS  IS  SUSPECTEO  OR  IF  THERE  IS  A  DECREASE  IN  MENTAL  STATUS. 
USE  VALIUM  WITH  CAUTION  OUE  TO  POSSIBLE  RESPIRATORY  DEPRESSION, 
HYPOTENSION.  ANO  MASKING  OF  PROGRESSION  OF  DISEASE  RELATED  ALTERED 
MENTAL  STATUS 


J  man  tan  constant  vigilance  tor  a  change  n  me  nemodynamc  status 


DISPOSITION 


lAgenl  Evacuason 


ft 


1 


SISN?  AND  SYMPTOMS: 

1  Severe,  persistent  or  worsening  abdominal  pain  is  the  key  sign 

2  Rigid  abdomen 

3  Rebound  abdominal  tenderness 

4  Fever 

5  Diarrhea  is  not  typical  but  can  be  present  with  appendicitis 
0  Absence  of  bowel  sounds 

7  Focal  percussive  tenderness 
e  Nausea  and/or  vomiting 


MANAGEMENT- 

t  Start  IV  with  normal  saline  (NS)  at  1  SO  cc/hr 

2  '  Ertapenem  1  gm  IV  QD  OR  Y  generation  Cephalosporin  Rocephin 
(ceftriaxone)  t  gm  IV  qd 

3  Keep  patent  NPO 

4  *  Tylenol  (acetaminophen)  1000  mg  PO  q6h  PRN  pam  (OK  to  take  with  sip  of 
water) 

5  *  Zofran  (ondansetron )  4  mg  IV  undiluted  administered  over  2  to  5  minutes  or 
IM  BID  tor  nausea/vomrling.  OR  Phenergan  25  mg  IM/IV/PO 

0  v  For  severe  pain  use  Fentanyl  800  meg  oral  transcutaneous  lozenge 
(attempt  to  discuss  treatment  with  receiving  surgeon  before  use)  This  medication 
needs  to  be  well  documented  when  use 


PlsPQsmoN: 

f.  Urgent  evacuation  to  a  surgical  faoHty 
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Acute  Dental  Pain 


Acute  Mountain  Sickness  (AMS) 


SPIRAL  CONSIDERATIONS. 

Most  common  causes  are  deep  decay  fractures  of  tooth  crown/root  or  acute 
periapical  (root  end!  abscesses 


SIGNS  ANP  SYMPTOMS: 

1  Intermittent  or  continuous  pain,  usually  Intense,  heat  or  cold  sensitivity 

2  Visibly  brokerVcracked  tooth 
3.  Severe  pain  on  percussion 
4  Intraoral  swelling/abscess 


MANAGEMENT: 


1. 

2 


‘  Follow  Pom  Management  Protocol 

H  signs  and  symptoms  of  infection  are  present,  administer  Keftex,  250  mg 
qid  for  7  days  OR  Rocephin  1  gm  IV/IM  qd  x  7  days 


SPECLALCONSIDERATtgNS: 

t  Usually  occurs  at  altitudes  of  8.000  ft  and  higher 

2-  Consider  pretreatment  with  Chamox.  250  mg  BID.  when  rapid  ascent  to  altitudes 
above  8,000  feet  may  occur 

3.  Preceded  by  6-12  hour  latent  period  after  ascent 

4  Can  avoid  onset  by  limiting  initial  ascent  to  no  higher  lhan  8,000  8  .  then  1 ,000  ft 
per  day  thereafter 

5  A  specific  acute  mountain  sickness  prophylaxis  protocol  may  already  exist  at  your 
location 


SIGNS  AND  SYMPTOMS: 

1  Generally  benign  and  self-limited,  but  symptoms  may  become  debilitating 

2.  Headache 

3.  Nausea'vcmrling 

4  Insomnia 

5  No  correlation  with  fitness  level  (likely  genetic  predisposition) 

MANAQgMjNT: 

1  Halt  ascent 

2  ■*  in  a  severe  case  of  AMS  or  if  patient  is  allergic  to  sulfa  give  Docadron 
(dexamethasono)  10  mg  IM/IV  initially  followed  by  4mg  IM  IV.  or  PO  q6h  for  3  days 

3.  Diamox  (acetazolamldo)  250  mg  PO  BID  UNLESS  PATIENT  IS  ALLERGIC 

TO  SULFA. 


4  ‘  Tylenol  (acetaminophen)  1000  mg  PO  q6h  for  relief  of  pam  If  no  response, 

follow  Pom  Management  Protocol 


5.  Zofren  (ondanselron)  4  mg  IV  undiluted  odmlmstored  over  2-5  minules  or  IM 

BID  lor  nausea  and  vomiting  or  8  mg  PO.  OR  Phenergen  25  mg  IM/IV/PO 

6  Descend  1 .500  ft  or  more  for  severe  or  refractory  cases  if  tactically  feasible 

7  PO  or  IV  hydration  per  Dehyrtmtion  Protocol  PRN 

8 


OPPOSITION 

1  Evacuation  usually  not  necessary 

2  Routine  evacuation  if  not  responding  to  therapy 


7 


DISPOSITION; 

f  Most  cases  are  relatively  m4d,  resolve  in  2-3  days,  and  do  not  require 
evacuation 

2  Remain  vigilant  for  signs  of  HACE  (altered  mental  status  and  ataxia)  or  HAPE 
(dyspnea  at  rest)  See  mdtvtdual protocols  tor  management  of  these  diseases 


Anaphylactic  Reaction 


SPECIAL  CONSIDERATIONS: 

1  Acuta  widely  distnbuted  form  of  shock  which  occurs  within  rmmdes  of  exposure  to  an 
aaergen 

2  Primary  causes  include  Insect  envenomation  medications  and  food  alleigws 

3  Death  can  result  (ram  airway  compromise  maothty  to  ventilate,  or  cardiovascular 
collapse 

4  The  medic  s  responsibly  n  to  know  if  members  in  the  unit  have  such  a  condition 
Moreover,  the  ntedK  most  also  ensure  that  the  member  has  some  sort  of  anaphylaxis  kit 
and  it  trained  to  use  it 


SJSN3.AMP-1.XMEI9MS: 

1  Wheeling  (broochospasm) 

2  Dyspnea 

3  Stridor  (laryngeal  edema) 

4  Angioedema 


5  Urticaria,  Hives 

6  Hypotension 

7  Cardiac  dysrrhythmlas 

8  Myocardial  ischemia 


Back  Pain  (Acute,  Musculoskeletal,  Severe) 


SPECIAL  CON$ipgRAT(<?NS 

t  Usually  there  is  a  previous  history  of  back  pain 
2  Generally  musculoskeletal  m  etiology 

3.  Often  associated  with  heavy  lifting  or  unaccustomed  physical  activity 


$JQN§.ANg.SIMPLQMS: 

1  Onset  of  acute  back  pain  -  often  poorly  localized 

2  Pain  worsens  with  movement 

3  P am  radiating  down  one  of  the  lags  «  usually  caused  by  a  herniated  intervertebral  disc 
«  Lack  of  neurological  involvement 

A  No  weakness 
B  No  numbness 

C  No  bowel  or  bladder  dysfunction 
5  Pain  is  often  severe  and  debilitating 


MANAGEMENT: 

1  *  Epmephnne  is  the  mainstay  of  therapy 

a.  0  5  mg  <0  5  ml  of  1  1000  IM).  DO  NOT  USE  INTRAVENOUSLY. 

b.  Repeal  one  lime  in  five  minutes  if  symptoms  persist 

2  Benadryl  (diphenhydramine)  50  mg  IM  IV,  or  PO 

3  IV  access  with  normal  saline  TKO  (heplock) 

4  Docadron  (dexamethasone)  10  mg  IM  or  IV 

5  Oxygen  (if  available) 


6  Pulse  oximetry  monitoring 

7  Zantac  (Ranitidine)  150  mg  po  or  50  mg  IV/IM 


8  If  severe  respiratory  distress  exists,  aggressive  airway  management  with 

bag-valve-mask  and  airway  adjuncts  (oral  and  nasopharyngeal  airways)  Inlubate 
early  if  no  response  to  epinephrine 


9.  Administer  a  1  to  2 14er  normal  saline  bolus  for  hypotension .  then  titrate  lo  establish 
systolic  blood  pressure  >  90  mmHg  or  normal  radial  pulse  if  BP  cuff  not  available 


DISPpSfTjQN: 

1  If  signs  and  symptoms  resolve  completely  monitor  for  6  hours  Evacuation  e  not 
required  if  patient  remains  stable 

2  Urgent  evacuation  for  severe  cases  not  responsive  to  initial  therapy  or  recurrence 
of  symptoms  during  the  6  hour  observation  period 


MANAGEMENT: 


1  ;  Tylenol  (acetaminophen)  1000  mg  PO  q6h  tor  relief  of  pain  If  no  response  follow 
Pain  Management  Protocol 

2  Apply  cold  compress  to  panful  area  tor  20-25  minutes  TID  toftowed  by  stretching 


3  “  T  ngger  point  injections  with  local  anestneslic  (if  trained)  Lidocaine  1-2  cc  per 
trigger  pomt  May  repeat  daay  tor  2  days 

tp. 

4  '  If  the  above  therapy  is  unsuccesstui  after  24  hours,  consider  using  Vjhum 
(diazepam)  10  mg  IM/  IV  Repeat  once  m  6-8  h  if  needed 

5  Minimize  activity  initially  but  encourage  a  gradual  return  to  M  mobility  as  soon  as  tolerated 

6  Avoid  high  impact  exercises  (vigorous  calisthenics)  or  other  vigorous  exerose  until  fully 
recovered 

7.  If  back  pain  is  accompanied  by  fever  and/or  urinary  symptoms,  treat  as  per  Flank  Pam 
Protocol 


P»§PQSIT!ON: 

1  Evacuation  a  often  not  required  if  the  beck  pain  responds  to  therapy 

2  Routine  evacuation  tor  severe  cases  not  responding  to  therapy 

3  Urgent  evacuation  lor  patients  with  neurological  involvement  (othor  then  pant 
A  Weakness 

B  Bowel  or  bladder  dysfunction 
C  Anesthesia 
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Allergic  Rhinitis/  Hay  Fever/  Cold  Like  Symptoms 


Acute  Head  and  Neck  Infection,  Including  Epiglottitis 


SP.ECIALCONSIOiRA.T!ON§. 

1  Hrslory  of  allergies  to  cedar,  mold,  pollen,  etc 


§!QN§ANP-£YMP.TQMS: 

1  Clear  nasal  drainage 

2  Pale,  boggy  or  inflamed  nasal  mucosa 

3  With  or  without  complaints  of  nasal  congestion 

4  Watery  or  red  eyes 

5  Sneezing 

6  No  oral  temperature 


M.ANAQEM5NT: 


1  '  Pseudoeptvedrme  (Sodafed).  30  mg  tabs.  2  tabs  every  4  -  6  hours 

2  OR  Benadryl  (diphenhydramine)  25  •  50  mg  PO  if  tactically  feasible 
(Drowsiness  is  a  side  efTocL) 

3  Increase  oral  fluid  intake 


SPjCjAL  CONSIDERATIONS: 

t  Most  common  causes  in  young  healthy  patents  ndude  odontogenic  (dental 
origin)  cutaneous  sources  or  post-m|ury  (wound  or  fracture)  infections 
2  These  infections  may  progress  rapidly  from  minor  lo  airwayil.fe  threatening 


SIQN§_A_ND.§_YMPTQMS 

1  Pam,  fever  and  malaise 

2  Inlra'extra  oral  swelling 

3  Trismus 


4  Pus 

5  Dysphagia 

6  Airway  compromise 


MANAGEMENT: 

t  Manage  airway  and  breathing  first’ 

2  Place  patient  in  position  of  comfort 
3.  Monitor  pulse  oximetry 
4  02  pm 
5.  IV  access 

6  ‘  Moxafloxacin  400  mg  po  qd  for  7  days  OR  Rocephin  1  gm  IV/IM  qd  for  7 

SI 

7  v  Follow  Pain  Management  Protocol 


8  FOR  ANY  AIRWAY  INVOLVEMENT.  CONSIDER  DECADRON.  10  MG  IV 

9  If  airway  intervention  a  felt  lo  be  indicated,  make  a  single  attempt  at  intubation  if 
feasible  (the  epiglottis  is  not  swollen  to  the  extent  that  visualization  of  cords  is  not 
possible) 


to  If  intubation  is  attempted  do  not  attempt  the  procedure  more  than  once  If 
intubation  has  failed  the  next  step  is  a  cncothyroidotomy  (using  lidocaine  if 
conscious) 


1 1  Have  cncothyroidotomy  kit  available  before  attempting  intubation 


DISPOSITION; 


10 


PISPfiLSfflQH 

1  If  there  »  no  aeway  compromise  presem  and  the  infection  «  not  widespread 
Routine  Evacuation 

2  If  aflY-a'flray.  tynp/omas  aifgacnt  urgon/  Evacuation _ 


Bronchitis/Pneumonia 


Asthma  (Reactive  Airway  Oisease) 


§PECiALCON§jpERAI!9N§: 

t  Consider  also  high  altitude  pulmonary  edema  (HAPEi  at  high  altitudes 

2  Consider  also  pulmonary  emboksm  (PE)  and  pneumothorax  (lever  and  productive 
cough  are  atypical  for  these) 

3  Patient  may  already  be  on  doxycycycline  lor  malarial  prophylaxis  Therefore 
assume  causative  organism  to  be  doxycycbne  resistant 


SIGNS  AND  SYMPTOMS: 

t  Fever 

2  Productive  cough,  especially  with  dark  yellow  red  tinged,  or  greenish  sputum 

3  Chest  pain 

4  Rales  may  be  present  and  breath  sounds  may  be  decreased  over  the  affected  lung 

5  Dyspnea  may  be  present  in  severe  cases 


1  tMwezng 

2  Dyspnea 

3  Respiratory  distress 


management 


1  '  Mild  cases  Zithromax  (azithromycin)  500  mg  PO  first  dose  and  then  250  mg 

QD  for  4  days  OR  Moxifloxacin  400  mg  PO  OD  tor  5  days 


7  *T  l 


Sovoro  Cases;  Add  Ertapenem  1  gm  IV/IM  OR  3'°  Generation  Cephalosporin 
IV  Rocephm  (ceftriaxone)  1  gm  qd  IV 

3  '  Albuterol  by  metered  dose  inhaler  2  to  4  puffs  q4  to  6h 

4  '  Tylenol  (acetamxiophen)  1000  mg  PO  q6h  PRN  paxi  and/or  fever  or  Pom 

Management  Protocol 

5  Pulse  oxmetry  monitoring 

6  Oxygen  for  hypoxic  patients  (it  available) 

7  Descend  1 .500  -  3.000  ft  if  at  fwgh  altitude 


1  k  Alouiercf  i  metered  doee  inhaler  -  work*  better  wsh  use  of  spec m)  2  id  3  pu*s  qS  mm  for  3 


3  IV  eoceee  «nm  saline  lock 

4  Deeadron  (dexamethaeone)  10  mg  IV  or  11 
&  Oxygen  (if  available  1 

6  PulMaaxr 


k  Feld  mtubeoon  m  not  noceua  for  tie  deorder  unleee  reepiralory  anew  occurs 
^  if  mere  is  superimposed  lever  cneet  pen.  and  cougn  seel  per  Pneumonia  protocol 


BiSPOSiTiON; 

1.  Urgent  evacuation  for  severe  dyspnea 
2  Pnonty  evacuation  otherwise 


£i§PQSmgN 

1  ifpiepatemosponda  to  management  observe  tor  4  hours  and  then  return  to  duty  4  there* 
deceased  wheeling  upon  euecutabon.  increased  ease  of  reaprratton  and  normal  oxygen 

2  if  Returned  To  Duty  continue  Atouiarol  (2  putto  every  S  hour*  and  reevaluate  m  24  hour* 
Repeal  Deeadron  10  mg  IM  <jd  for  4  days  4  symptom*  recur 


14 


12 


113 


Winter  2007  Supplement 


Cellulitis 


Constipation/Fecal  Impaction 


SPECIAL  CPN.SIPERATIQ.NS: 

1.  Superficial  bacterial  skin  infection 

2  Often  secondary  to  trauma  or  scratcriing  other  skin  lesions 
3.  Generally  begins  about  24  hours  following  a  break  in  the  skm  but  more  serous 
types  of  cellulitis  may  be  seen  as  early  as  6-8  hours  following  aramal  or  human 
bites 


SIGNS  AND  SYMPTOMS: 

1  A  painful,  erythematous,  slightly  raised  plaque  with  well -demarcated  borders  is  seen 

2  Fever  may  or  may  not  be  present 

3  T ypically,  erythema  spreads  without  treatment 

4  Rapidly  spreading  and  very  painful  infections  suggest  the  possibility  of  necrotizing 
fasciitis,  a  kfe-threaterung  infection  of  the  deeper  tissues,  and  should  be  treated  per 
the  bactenal  Sepsis  protocol 


SPECIAL  CONSIDERATIONS. 

1  Often  seen  with  change  of  rations  in  the  field 

2  Differential  diagnosis  includes  acute  appendicitis,  volvulus,  ruptured  diverticulum 
bowel  obstruction,  and  pancreatitis 

3  Acute  onset  severe  pain  point  tenderness,  and  fever  point  to  etiologies  other 
than  constipation  and  fecal  impaction 


SIGNS  AND  SYMPTOMS: 

1  A  recent  history  of  infrequent  passage  of  hard,  dry  stools  or  straining  at  defecation 

2  Abdominal  pain,  which  is  typically  poorly  localized  with  cramping 

3  If  pain  becomes  severe  and  is  associated  with  nausea/vomiting  and  complete  lack  of 
flatus  or  stools,  consider  a  bowel  obstruction 


WNAg^M^NT: 

V- 

1  '  Moxifloxaan  400  mg  PO  QD  x  10  days  OR  Zithromax  pack 

2.  Clean  and  dress  wound  and  surrounding  area 

3  Use  a  marker  to  demarcate  the  border  of  the  infection  and  re-evaluate  m  24  hours 

4  tf  possible,  limit  activity  until  infection  clears 

5  For  cellulitis  not  responding  to  above  therapy  use  Ertapenem  Igm  IV/1M  QO 
OR  y:  generation  Cephalosporin  and  continue  with  PO  (Moxifloxacm  400  mg  po  qd 
OR  Zithromax  Pack) 

6  Follow  Pam  Management  Protocol 


MANAGEMENT: 

V- 

1  '  Dulcolsx  (txsacodyl)  10  mg  PO  T1D  as  needed  to  initiate  bowel  movement 

2  T ylenol  (acetaminophen)  1000  mg  PO  q6h  for  relief  of  pain  (no  narcotics  - 
they  cause  constipation 

3  For  impacted  stool  or  no  relief  with  above  measures,  give  normal  saline  enema  with 
500  ml  per  rectum  (use  lubricated  IV  tubing) 

4  If  above  measures  fail,  perform  digital  rectal  examination  to  check  for  fecal 
impaction  If  fecal  impaction  is  present,  perform  digital  disanpaction  if  trained 

5  increase  PO  fluid  intake 


6.  increase  hber  (fruits,  bran  and  vegetables)  m  diet  if  possible 


7  Consider  parasitic  infections 


PISPO-SITIQN 

1  Re-eva»uale  dally  and  watch  for  progression  of  erythema  while  on  antibiotics 

2  Typically  evacuation  is  not  needed  but  Pnonty  evacuation  should  be  initiated  if 
improvement  is  not  seen  within  24-48  hours  or  if  infection  continues  to  worsen  on 
antibiotics 


IS 


PlSP-fiSITigN 

1  Evacuation  is  usually  not  required  for  this  condition 

2  Routine  evacuation  if  there  is  no  response  to  therapy 

3.  If  severe  pain  rigid  board-like  abdomen  fever,  and/or  rebound  tenderness 
develop,  and  moderate  to  large  amounts  of  blood  are  present  n  the  stool  then 
treat  per  the  Surgical  Abdomen  protocol 
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Comeal  Abrasions,  Corneal  Ulcers,  Conjunctivitis 


1  Contact  lens  comeal  aOrasons  are  at  a  high  risk  for  development  of  a  comeal  ulcer  They 
should  not  be  patched  and  require  more  intensive  antibiotic  therapy 
2.  Consider  LASIK  Flap  dislocation  for  anyone  that  sustains  eye  trauma  after  LAStK 

»mgery _ 


S|GN_SANP.SYMPT0MS: 

1  History  of  eye  trauma  or  contact  lens  wear 

2  Eye  pam  -  typ*ca*y  becoming  worse  over  several  days 

3  Eye  redness 

4  Tearing 

5  Blurred  vision 

6  Light  sensitivity 

7  Fluorescein  positive  (bright  yellow  area  of  the  cornea  after  applying  fluorescein  and 
examining  the  eye  with  a  cobalt  blue  fcght  source) 

8  'Mute  or  gray  spot  on  cornea  (usuafry  need  tangential  peniight  exam  to  see)  for  comeal 
ulcer 

9  For  sudden  onset  of  eye  pam  after  trauma  m  a  pattern  after  LASIK  surgery  consider  LAStK 
flap  dislocation 

MANAGEMENT: 

1  Remove  contact  lens  if  worn 

2  Tetracaine  0  5%.  2  drops  m  the  affected  eye  for  pam  refcet  Do  not  dispense  to 
patient 

3  Check  for  foreign  body  to  include  eyebd  eversion 

4  '  Zymar  (gatifloxaonl  0  3%  drops  -  1  drop  In  the  affected  eye  qid  «Me  awake 

5  *  Tylenol  (acetaminophen)  1000  mg  PO  q8h  PRN  pam  or  Pan  Management  Protocol 

6  Reduce  light  exposure  stay  indoors  it  possible  -  sunglasses  if  not 

7  For  comeal  abrasions  monitor  defy  for  worsening  signs  and  symptoms  ot  a  corneal  ulcer 
(Increasing  pam  and  development  of  a  white  or  grey  spot  at  abrasion  site)  DO  NOT 
PATCH 

8  Check  with  fluorescein  drops  daily — abrasions  should  get  progressively  smaller  Continue 
anbtxobc  drops  unbl  24  hours  after  cornea  becomes  fluorescein  negative  (no  bright  yeflow 
spot) 

9  IF  CORNEAL  ULCER  PRESENT  increase  Zymar  to  q2h  and  pnonty  evacuation 


DISPOSITION; 

1  Evacuation  may  not  be  needed  tor  corneal  abrasion  if  improving  with  treatment 
2.  Priority  evacuation  tor  Comeal  Ulcer 
3  Urgent  evacuation  lor  LASIK  Rap  dislocation 


Cutaneous  Abscess 


SPECIAL  CONSIDERATIONS; 

Do  not  attempt  l&D  in  the  tactical  setting  unless 

A  The  abscess  is  dearly  red.  hot.  and  tender  to  the  touch 
B  The  abscess  is  on  a  location  other  than  eyelid  neck,  or  face  and  is 
superficial 

C  Local  anesthesia  with  lidocaine  1%  without  epinephrine  «s  available 


SIGNS  AND  SYMPTOMS: 

1  Pain 

2  Erythema 

3  Warmth 

4  Tenderness 
5.  Swelling 

6  Fluctuant  Mass 

7  induration 

MA-NA.0SM5NT: 

1  For  cellulitis  without  abscess,  follow  Cellulitis  Protocol. 

2.  incise  and  drain  (ISO)  if  discomfort  is  severe 
A  Estabksh  stenle  incision  site  with  betadine 

B * 1 2 3  4 5 6 7 8 9  Local  anesthesia  using  Lidocaine  1%  without  epmephrme 
C  Incise  with  scalpel  making  an  opening  no  larger  than  necessary  to  allow  purulent 
material  to  dram  freely 

D  Inasion  should  be  parallel  to  skin  tension  Unes  if  leasiblo 
E  On  initial  treatment,  leave  wound  open  and  pack  tightly  with  iodoform  gauze,  if 
available  On  subsequent  dressings,  wick  the  wound  DO  NOT  SUTURE  THE 
SITE 

5  Bandage  over  site  with  wound  checks  daily 

4  Moxatloxacin  400  mg  po  qd  x  10  days  OR  Zithromax  pack 


PlSPQSmgN: 

1  Evacuation  »  usually  not  required 

2  Return  To  Duty  with  appropriate  wound  management  precautions 

3  Infection  precautions  and  daily  checks  of  wounds  site 

4.  If  condition  is  worsening  (spreading  erythema,  increasing  pain,  fever)  then  patient 
needs  to  be  treated  as  per  Cellulitis  Protocol  and  evacuate  as  Priority 
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Contact  Dermatitis  (Poison  Ivy  and  Oak) 


Chest  Pain  of  Possible  Cardiac  Origin 


SPECIAL  CONSIDERATIONS: 

1  Insect  bile(s)  as  a  differential  diagnose  -  are  also  accompanied  by  itching  but 
have  decrete  red  popular  tesions(s) 

2-  CefluMe  as  a  differential  diagnosis-  is  bright  red.  painful  not  pruritic,  and  typically 
becomes  steadily  worse  without  antibiotics 

3.  Fungal  infection  as  a  differential  diagnose  -  is  not  always  pruntic,  infections 
sites(s)  slowty  enlarge  without  therapy 

4  Effects  are  particularly  dangerous  if  there  e  contact  In  or  around  the  eyes 


SPECIAL  0Qfi§!PERAT!0»iS; 

1  The  treatment  protocol  assumes  no  access  to  ACLS  monitoring  and  defibntation 
equ*>ment 

2  The  Special  Operations  Combat  Medic  (SOCM)  typically  does  not  cany  most 
ACLS  medications  when  deployed  m  tactical  operational  environments 

3  Myocardial  infarctions  (heart  attacks)  usually  occur  In  patients  over  40.  but  may 
occasionally  be  seen  in  younger  individuals 

4  Beta  blockers  were  also  not  fell  to  significantly  improve  likely  outcome  in  the 
tactical  setting. 


SIGNS.  ANP.SYMpTOMS: 

1  Acute  onset 

2.  Skin  erythema 
3  Intense  itching  (prurits) 

4.  May  see  edema,  papules,  vesicles,  bullae,  discharge,  and/or  crusting 


Management: 

1  Change  dothes  when  possible  and  bag  original  clothes  until  they  can  be  machine 
washed 

2  Wash  area  with  mi  Id  soap  and  water  to  remove  resin  from  skin 

3  Apply  cold  wet  compress  to  affected  area  to  help  decrease  itching 

4  '  If  available,  apply  1%  hydrocortisone  cream  to  the  affected  area  and  cover 
with  a  dry  dressing  to  help  prevent  spread  to  other  parts  of  the  body  or  clothing 

5.  In  severe  cases.  Decadron  10  mg  IM  daily  for  5  days,  PRN 


SIGNS  ANO  SYMPTOMS: 

1 .  H/O  hypertension,  diabetes,  smoking,  elevated  cholesterol,  obesity,  family  history  of 
Ml  at  a  young  age  are  al  nsk  factors 

2.  Substemai  chest  pain  which  may  radiate  to  left  arm  or  jaw 

3.  Pain  often  described  as  pressure  or  squeezing 

4  Dyspnea 

5  Diaphoresis  (sweating) 


MANAGEMENT: 


2  IV  access 
*  V 


Aspirin  (ASA)  325  mg  -  chew  to  speed  absorption 
ass 

Morphine  sulfate  4  mg  IV  initially,  then  2  mg  q5-15min  as  needed  for  pain 


4  Oxygen  (if  avakable) 

5  Pulse  oximetry  monitomg 


DISPOSITION; 

1  Evacuation  is  not  needed  for  mild  cases 

2  Priority  evacuation  for  severe  symptoms,  intra-oral  or  eye  involvement,  or  >50% 
body  surface  area  (BSA)  involvement  care 

3  Monitor  for  secondary  infection,  treat  as  per  CeHuhtis  Protocol  if  suspected  on  the 
basis  of  increasing  pain  redness  or  purulent  crusting 


pjSPOSfTIQN: 

1  Urgent  evacuation 

2  The  evacuation  package  should  include  personnel  certified  In  ACLS  and  an 
evacuation  platform  with  ACLS  equipment  and  medications 
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Deep  Venous  Thrombosis  (DVT) 


Cough 


SPjLCj Ajj  CQN.SIDE  3ATION$.; 

1  DVT  is  a  potentially  hfo  threatening  cond4ion  m  which  a  clot  a  present  in  the 
large  veins  of  a  leg  This  dot  may  dislodge  and  become  localized  in  the 
pulmonary  system  (puknonary  embolism) 

2  May  occur  m  young  adults  secondary  to  trauma,  long  airplane  ndes.  altitude 
exposures,  and  genetic  predisposition 

3.  Low  dose  anticoagulants  acceptable  here  because  of  rapid  evacuation  to  medical 
treatment  facility 

4  May  be  confused  with  a  ruptured  Baker's  cyst  in  a  tactical  setting 


SPECJAL  CQM§jP.ERAI]9h& 

1.  Usually  wral  etiology  but  may  also  occur  with  high  altitude  pulmonary  edema 
(HAPE)  and  pneumonia 


SIGNS  AND  SYMPTOMS: 

1  Cough  with  or  without  scant  sputum  production 

2  Often  accompanied  by  other  signs  and  symptoms  of  upper  respiratory  tract  infection 
(i  e  sore  throat  and  rhinorrbea) 


SIGNS  AND  SYMPTOMS: 

1  History  of  preceding  air  travel,  trauma  birth  control  p4l  use  (espeoaty  smokers),  or 
family  history  of  DVT 

2  Defined  as  an  occluding  thrombus  (blood  dot)  in  the  deep  venous  drainage  system 

3  Usually  seen  in  the  lower  extremities  but  may  occur  in  any  of  the  deep  veins 

4  Pam  and  swelling  in  the  lower  extremities  (often  the  calf  muscles) 

5  May  have  palpable  venous  ’cord’ 

6  Warmth  over  affected  area 

7.  Increased  pain  in  the  affected  calf  muscles  with  dorsiflexxm  of  the  foof 

MANAGEMENT: 

1  Monitor  patient  with  pulse  oximetry  (sudden  decrease  in  oxygen  saluration  suggests 
a  pulmonary  embolism  ) 


2.  '  ASA  325  mg  po 

3.  For  associated  respiratory  distress  see  Pulmonary  Embolus  Protocol 
4  Immobilize  the  affected  extremity 


MANAGEMENT 

1  T reat  symptomatically  (using  Cepacol  lozenges  or  other  appropriate  medications) 
when  the  findings  on  history  and  physical  do  not  suggest  pneumonia 

2^  Albuterol  Metered  Dose  Inhaler  3-4  puffs  q4h  may  also  help  control  coughing 

3.  Force  PO  hydration 

4.  Avoid  respiratory  mtants  (smoke,  aerosols,  etc) 


DISPOSITION; 

1  Pnonly  evacuation  If  no  respiratory  distress 

2  Urgent  evacuation  If  respiratory  distress  and  chest  pam  develop  or  are  present 


pjSPQSmON: 

1  Evacuation  is  usually  not  required 

2  Treat  as  Pneumonia  if  accompanied  by  fever,  chest  pam.  dyspnea,  and/  or 
colored  sputum  (green  dark  yellow  or  red-tinged) 


115 


Winter  2007  Supplement 


Dehydration 


Flank  Pain 


SPECIAL  CONSIDERATIONS; 

t  Troops  in  the  field  are  often  chronically  dehydrated 

2.  Prolonged  missions  acute  diarrhea  (gastroentenlis)  viral/bactenal  inlections,  and 
environmental  factors  (heal  stress  or  working  hard)  all  may  exacerbate  the 
dehydration 

3.  May  also  occur  in  cold  or  high  altitude  environments  due  to  low  humidity  and  low 
ovallablMy  of  water 


SIGNS  AND  SYMPTOMS: 

1  Lightheadodness  (worse  with  sudden  standing) 

2  Mik3  headache  (especially  in  the  morning) 

3  Dry  mucosa  (mouth,  nose,  and  eyes) 

4  Decreased  urinary  frequency  and  volume 

5  Dark  urine 

6  Degradation  in  performance 

7  Poor  skin  turgor 


MANAGEMENT: 

1  Increase  oral  fluids  if  tolerated 

A  Use  carbohydrate/electrolyte  dnnk  mixes  for  fluid  replacement  if  available 
However,  use  a  dilute  solution  (1  4)  to  avoid  an  osmotic  shift  due  to  high 
sugar/salt  load 

B  If  water  Is  to  be  used  as  a  replacement  fluid,  add  rehydralion  packets  tf  available 

2  If  unable  to  tolerate  PO  fluids,  use  normal  saline  (NS)  IV  for  rehydration  Use  an 
initial  bolus  of  t  liter  NS,  followed  by  attempted  PO  hydration  If  unable  to  tolerate 
PO  hydration  repeat  1  liter  bolus  of  NS 

3  If  NS  is  not  available,  use  available  IV  fluids  (Ringer's.  Hespan,  Haxtend,  etc  ) 

4  If  nausea,  vomiting.  and/or  diarrhea  are  present,  treat  per  tho  Gastroenteritis 
Protocol 

5  Switch  to  PO  fluids  when  tolerated 


SPECIAL  CgNSjpERATtONS- 

1  May  be  associated  with  testicular  torsion  Assure  normal  external  GU  exam  first 

2  May  be  associated  with  pyetonephnts 


SIGNS  AND  SYMPTOMS: 

1  Flank  pain 

2.  Flank  pam  radiating  to  testicles 

3  Back  pain 

4  NauseaVomitmg 

5.  Hematuria 

6.  Urinary  retention 


MANAGEMENT: 

1  IV  hydration  with  normal  saline  Give  1 ,000  ml  over  1  hour  and  then  250  mPhour 

2  1 2 3 4 5 6 7 8  Zolrsn  (ondansetron)  4  mg  IV  undiluted  administered  over  2  to  5  minutes  or 
IM  BID  for  nausea  and/  or  vomiting  for  nausea  and  vomiting  OR  Phenergan  25  mg 
IM/IV/PO 


Morphine  5-10  mg  IV  or  IM  or  per  Pom  M&nogamont  Protocol 
If  febnle,  give  Rooephm  1  gm  IV  q  24  h 


PiSPQSITtQN; 

1  Monitor  closely  for  recurrence  of  dehydration 

2  If  signs  and  symptoms  resolve  with  treatment  no  evacuation  n  needed 

3  II  dehydration  persists  Pnonty  evacuation 

4  Heat  stroke  requires  Pnonty  evacuation 

- 3 - 


EXPOSITION: 

Pnonty  evacuation 
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Gastroenteritis 


SPECIAL  CONSIDERATION?; 

1  Etiology  of  acute  diarrhea  is  often  viral  but  bBctenal  or  parasitic  infections  are 
common  in  the  deployed  environment 

2  Emerging  fluoroquinolone  resistance  among  enteropathogenic  E  Coll  and 
Campylobacter  makes  azithromycin  the  new  primary  agent  for  therapy 

3.  Consider  antibiotic-relaied  diarrhea  if  on  antibiotics  at  onset 

4  Consider  parasitic  Infection  is  symptoms  persist  for  3  or  more  days 

5  Must  rule  out  malaria  if  fever  and  Gl  symptoms  exist  in  a  malarious  area 


SIGNS  AND  SYMPTOMS: 

1  Acute  onset  of  nausea,  vomiting  and  diarrhea 

2  Fever  may  or  may  not  be  present 

1  '  Imodium  (loperamide)  4  mg  POmltiatfy.  then  2  mg  PO  after  every  loose  bowel 
movement  with  a  maximum  dose  of  16  mg  per  day 

2  Do  not  use  Imodium  «i  the  presence  of  fever  or  bloody  stools 

3  Moxifloxacln  400  mg  po  qd  x  3  days  OR  Zithromax  pack 

4  If  allergic,  use  Doxycydine  100  mg  po  bid  for  7  days 

5  '<£}  Zofran  (ondansetron)  4  mg  IV  undiluted  administered  over  2-5  minutes  or  IM 
BID  for  nausea  and/or  vomiting  OR  Phenergan  25  mg  IV/lM/PO 

6  Orally  hydrate  with  carbohydrate/  electrolyte  fortified  fluids  if  tolerated  Use  normal 
drinking  water  as  a  secondary  fluid  replacement  if  CHO/  electrolyte  fluids  are  unavailable 
Add  electrolyte  rehydration  packages  to  water  if  available 

7  IV  rehydration  using  normal  saline  if  intolerant  of  oral  fluids,  titrate  fluid  Intake  to  regain 
normal  urination  frequency  urine  color,  and  good  skin  turgor 

8  "  If  diarrhea  lasts  for  over  3  days  treat  the  pattern  as  having  Giardia  (also 
effective  treatment  for  amebiasis),  and  give  Flagyl  (metronidazole)  500  mg  PO  TID 
for  10  days 

PISPOSmON: 

1  Evacuation  is  usually  not  required  tf  the  condition  responds  to  therapy 

2  If  dehydration  occurs  despite  above  therapy,  evacuate  as  Pnonfy 

3  if  severe  persistent  diarrhea  occurs  after  5-10  days  of  antibiotics  evacuate  as 
Prionty 

A  Grossly  bloody  stools  or  circulatory  compromise  requires  Urgent  evacuation 

5  Monitor  hydration  status  by  observing  urinary  frequency,  unne  color,  and  skin 
turgor 
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High  Altitude  Cerebral  Edema  (HACE) 


SPECIAL  CONSIDERATE^?: 

1  Rare  below  1 1 ,500  fl 

2-  Headache  la  common  at  altitude  Ataxia  and  altered  mental  status  at  altitude  are 
HACE  until  proven  otherwise 

3  A  specific  HACE  treatment  protocol  may  already  exist  at  your  location 


§!QN3.AND  SYMPTOMS: 

I  Unsleady.  wide  and  unbalanced  (ataxic)  gait 
2.  Altered  mental  status 

3  Headache 

4  Nausea  and  vomiting 

5  Hallucinations 

6  Disorientation 

7  Typically  preceded  by  AMS  signs  and  symptoms 

8  Cranial  nerve  palsy 

9  Hemiparesis 

10  Stupor 

II  Unconsciousness 

MANAGEMENT: 

1  The  only  effective  treatment  is  descent  immediately  descend  at  least  1000  ft  or 
until  symptoms  subside 

2.  v  Decadron  (dexamelhasone)  10  mg  IM  /  IV  mitially.  then  4mg  IV  /  IM  qfih 

?•*** 

3.  ‘  Diamox  250  mg  po  bid 
4  Oxygen  if  available 

5.  Pulse  oxxnetry  monitoring 

m 

6  Individuals  with  HACE  should  not  be  left  atono  and  especially  not  be  allowed 
to  descend  alone 

7  If  available,  use  a  GAMOW  bag  m  1  hour  treatment  sessions  with  bag  inflaled  to  a 
pressure  of  2  psi  (approximately  100  mm  Hg)  above  ambient  pressure  Four  or  five 
sessions  are  typical  for  effective  treatment 


DISPOSITION: 

Urgent  evacuation 


High  Altitude  Pulmonary  Edema  (HAPE) 
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Fungal  Skin  Infection 


Epistaxis 


SPECIAL  CONSECRATIONS; 

1  Insect  txte(s).  eczema,  and  contact  dermatitis  ate  tn  the  differential  diagnosis  -  are 
also  accompanied  by  itching,  but  have  discrete  red  popular  iesionsts) 

2-  Cellulitis  as  a  differential  diagnosa-  is  bright  red  painful  not  prunttc.  and  typicatty 
becomes  steadily  worse  withoui  antibiotics 

3  Acute  contact  dermatitis  as  a  differential  diagnosis  -  is  diagnosed  by  sudden 
onset  of  intense  itching,  skin  erythema  and  a  history  of  environmental  exposure 

4  Poison  Ivy  and  Oak  as  o  differential  diagnosis  •  skin  erythema  present  and  is 
intensively  pruritic. 


SIGNS  AND  SYMPTOMS: 

1  Skin  erythema 

2  Pruntis  is  variable 

3  Slow  spreading 

4  Borders  of  the  erythematous  plaques  are  generally  irregular  and/or  orcumferential 

5  Often  initially  diagnosed  as  contact  dermatitis  bul  gets  worse  with  use  of  steroids 
(those  without  antifungal  agent  added) 

6  Most  common  sites  of  infection  are  feet  (‘athlete' s  tool'  or  tinea  pedis),  groin  (‘jock 
itch"  or  tinea  cruris),  scalp  (tinea  capitus)  and  torso  or  extremities  (‘ring  worm"  or 
tinea  corporis) 


MAMA9EMEHT; 

1  Use  Diflucan  (fluconazole)  150  mg  PO  once  per  week  for  four  weeks  (total  of 
four  doses  in  the  absence  of  a  cure,  or  1  dose  after  clinically  dear)  If  not  resolved 
after  4  weeks  refer  to  Physician 

2  Clean  rigorously  with  soap  without  injuring  the  skin 


DISPOSITION 

Evacuation  ■  usually  not  required  for  this  condition 
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§.P£CIALCgN§iPjRAIlQN§.: 

1  Common  at  altitude  and  in  desert  environments  due  to  mucosal  drying 

2  May  be  anterior  or  posterior 

3  Posterior  epistaxis  may  be  difficult  to  stop  and  may  cause  respiratory  distress  due 
to  blood  flowing  into  the  axway  This  type  of  epistaxis  is  uncommon  in  young 
healthy  adults  It  is  more  commonly  seen  in  older,  hypertensive  patients 


SIGNS  AND  SYMPTOMS: 

1  Nosebleed 

2  Often  previous  HtO  nosebleeds 

MANAGEMENT: 

1  ‘  Afrm  (oxymetazolme)  nasal  spray  2  squirts  in  each  nostril  then  pinch  anterior 
area  of  nose  firmly  for  full  10  minutes  WITHOUT  RELEASING  PRESSURE 

2  ^  IF  BLEEDING  CONTINUES: 

A  Insert  Afnn-soaked  nasal  sponge  bilaterally  along  floor  of  nasal  cavity  Continue 
pinching  the  nose  just  below  the  nasal  bridge,  for  10  minutes 

3  *  Once  bleeding  has  stopped,  remove  the  Afnn  nasal  sponge  (after  30  minutes) 
and  apply  Badrotoan  to  the  affected  nostril  2-3  times  per  day 

4  Clear  airway  of  dots  and  other  material  (if  required)  by  having  patient  sit  up.  lean 
forward  and  blow  his/her  nose 

5  IV  access  via  saline  lock  or  NS  TKO  If  indicted  by  severity  of  nose  bleed 

6  IF  BLEEDING  CONTINUES 

A  Prepare  14  French  Foley  catheter  (Tp  is  cut  to  minimize  distal  irntation) 

B  Advance  catheter  along  floor  of  nose  (straight  in)  until  visible  m  mouth 
C  Fill  baBoon  wfth  5  cc  of  normal  saline 
D  Retract  catheter  until  weft  opposed  to  posterior  nasopharynx 
E  Add  another  5  cc  o t  normal  saline  to  balloon 
F  Clamp  in  place  without  usmg  excessive  anterior  pressure 

G  *  Moxifloxaon  400  mg  po  qd  unW  packing  is  removed 

H  LEAVE  BALLOON  AND  PACKING  IN  PLACE  FOR  72  HOURS. 


PlgPOTUlW; 

1  Evacuation  may  not  be  required  if  epstaxis  is  mild,  anterior,  and  resolves  with 
treatment 

2  Pnonty  evacuation  for  severe  epwtaxis  not  responding  to  therapy  or  if  Foley 
catheter  is  used 
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1  Caused  by  the  hypoxia  of  attitude  HAPE  is  the  most  common  cause  ot  death 
from  altitude  Illness 

2.  Usually  occurs  above  8.000  ft  .  respiratory  distress  at  high  altitude  a  HAPE  until 
proven  otherwise 

3  A  specific  HAPE  treatment  protocol  may  already  exist  at  your  location 


?!S.n3anb.§ympt9M3; 

1  Shortness  of  breath 

2  Dry  cough 

3  Dyspnea  at  rest 

4  Symptoms  of  AMS 

5  Late  symptoms  include 

A  Gurgfmg  on  auscultation 
B  Blood  tinged  sputum  (hemoptysis) 

C  Generalized  weakness 
D  Severe  respiratory  distress 
E  Orthopnea 

MANAGEMENT: 

1 .  The  only  effective  treatment  is  immediate  descent  Descend  at  least  1000  ft  or  unti 
symptoms  subside 

2  Pulse  oximetry  monitoring 


3.  ~  Decadron  (dexamethaaone)  10  mg  IV I IM  initially,  then  4 mg  q6h 


<  -  Nifedipine  10  mg  PO,  repeal  q  8  h  if  blood  pressure  «  stable 

5  Oxygen  6-10  Mers/min  if  available 

6  If  immediate  descent  is  not  tactically  feasible,  and  if  a  GAMOW  bag  is  avaitablo.  use 
a  GAMOW  bag  m  1  hour  treatment  sessions  with  bag  inflated  to  a  pressure  of  2  psi 
(approximately  100mm  Hg)  above  ambient  pressure  Four  or  five  sessions  are 
typical  for  effective  treatment  GAMOW  BAG  TREATMENT  IS  NOT  A  SUBSTITUTE 
FOR  DESCENT 


P!SPQ§!T!Qn; 

1  Evacuation  may  not  be  required  if  good  response  to  therapy 

2  Oo  not  re-8scend  in  a  tactical  setting 

3  Avoid  vigorous  activity  for  3-5  days 

4  Pnonty  evacuation  tor  patients  that  worsen  despite  therapy 

HIV  Post  Exposure  Prophylaxis 


Headache 


3g££iALggN^lB£SAIlfiN§: 

1  A  common  and  usually  benign  disorder 

2  The  differential  diagnosis  lor  the  acute  headache  is  iaige  and  includes  disorders 
that  encompass  the  spectrum  of  minor  to  sevore  underlying  disorders 

3  Exposure  to  smokeless  propellants  containing  nitrates  or  other  battlefield  toxins 
from  fumes  may  cause  acute  headaches 

4  Consider  altitude  sickness  intracranial  bleeds  or  meningitis 


31gN3AWB.3.YMP.TQM§: 


1  If  the  headache  is  atypical  for  the  patient,  check  for  elevated  blood  pressure  (if 
possible),  fever,  neck  rigidity,  visual  symptoms,  mental  status  changes  neurological 
weakness  and  hydration 

2  If  the  patient  has  fever  nuchal  rigidity,  photophobia,  petechial  rash,  or  nausea  and 
vonvtmg  proceed  to  the  Meningitis  Protocol 


Management: 


K  Tylenol  (acetaminophen)  1000  mg  PO  q6h  for  relief  of  pain  If  no  response, 
follow  Pain  Management  Protocol 


2  *  If  headache  is  accompanied  by  nausea  &  vomiting,  use  Zofran  (ondansetron) 

4  mg  IV  undOuted  administered  over  2-5  minutes  or  IM  BIO  OR  Phenergan  25  mg 
IM/IV/PO 


3.  Oxygen  (if  avakabte)  and  if  other  therapies  ineffective 

4  PO  or  fV  hydration  if  dehydration  is  suspected  as  a  cause 

5.  If  at  altitude,  consider  acute  mountain  sickness  (AMS)  and  treat  accordingly 


ElspgsrnQM, 

1  Evacuation  is  usually  not  required  if  the  headache  responds  to  therapy 

2  Acute  headache  in  the  presence  of  fever,  severe  nausea  and  vomiting  mental 
status  changes,  focal  neurological  signs  or  preceding  seizures,  loss  of 
consciousness,  or  a  history  of  ‘it  s  the  worst  headache  in  my  6fe‘  constitutes  a 
true  emergency  and  requires  Urgent  evacuation.  Also  consider  Urgent  evacuation 
for  anyone  without  a  prior  history  of  headaches  if  their  pain  is  severe 

3  If  descnbed  as  the  "worst  headache  xi  my  life'  consider  antibiotic  treatment  per 
Meningitis  Protocol 
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Hypothermia 


SPECIAL  CONSIDERATIONS: 

*  Addition  of  the  antiretroviral  medications  is  expensive 
2  Initiation  of  the  highly  active  antiretroviral  therapy  (HAART)  must  occur  ASAP 
Ideally  this  is  less  than  8  hours  after  exposure  but  still  has  some  e«ect  up  to  72 
hours  aftor  exposure 

3.  Antiretroviral  have  a  significant  side  effect  profile  including  nausea,  vomiting  and 
diarrhea 

4  The  amount  of  medications  is  dependant  on  the  risk  at  tho  deptoyed  location 

5  Obtain  a  sampfo  ol  the  source's  blood  for  HIV  testing,  If  applicable 


HiOH  pi$K  EXPOSURES 

1  Percutaneous  Injury  (Neediest**  or  other  contaminated  penetraling  injury) 

2  Contact  between  body  fluids  and  mucous  membranes  or  non-intact  skin 

3  Prolonged  contact  between  body  flutos  and  intact  slim 

4  Unprotected  sexual  intercourse  with  a  high  rtsk  Individual 


MAHASEMSM.T: 

t  Wash  area  with  soap  and  water  to  clean  area  and  minimum  exposure 


2.  *  Initiate  antiretroviral  triple  therapy  (recommend  Combrvir®  (Lamivudme 
and  Zidovudine]  1  tablet  po  BID.  Viracept®  (Netfinavir]  1250  mg  po  BID)  as  soon 
as  possible 

£** 

3.  Do  not  use  alcoholic  beverages  alter  Combtvir  administration 


4  '  Treat  nausea  and  vormtmg  with  antiemetics  (Zofren  OR  Phenergan) 

5.  Maintain  hydration  and  nutrition  status 


SPECIAL  CONSIDERATIONS : 

1  Cardiac  resuscitation  should  only  be  attempted  during  active  rewarming. 

2  Drug  effects  often  delayed  or  diminished  in  moderate  to  severe  hyjjofhermia 


SIGNS  AND  SYMPTOMS: 

1  Shivering 
2.  Pale,  cool  skin 

3  Weak  pulses 

4  Frostbite 

5  Altered  mental  status 
6.  Irregular  heartbeat 


MANAGEMENT-: 

1  Move  to  warm  environment  and  remove  any  wet  clothing 

2.  Begin  passive  rewarming  by  placing  m  a  blanket  or  device 

3,  If  responsive,  ndmlmsler  warm  fluids  by  mouth 

4  Consider  active  rewamung  by  administering  IV  fluids  wanned  to  40  degrees  C 
(101  6  degrees  F) 

5  Do  not  attempt  to  rowarm  pulseless  hypothermic  victims  unless  a  defibrillator  and  all 
necessary  resuscitation  medications  available 

6  Immerse  frostbitten  areas  in  water  warmed  to  40  degrees  C  (101  6  degrees  F)  only 
when  there  is  no  danger  of  rofreezing 


PiSPOSlTIQN: 

1  If  a  significant  exposure  exists  and  HAART  is  not  avaiabte,  Urgent  evacuation 
2.  If  HAART  is  available.  Routine  evacuation 


Si?P95!T»g.Nl 

1  Mild  to  moderate  cases  can  be  treated  and  not  evacuated 

2  Severe  cases  should  be  evacualed  to  facility  capable  of  active  rewarm  mg  and 
resuscitation 

3  Priority  evacuation  tor  severe  hypothermia 
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Joint  Infection 


SPECtA.LCQNS!DERATlQN§: 

1  May  result  from  penetrating  trauma  (especially  animal  or  human  bites) 
gonorrhea,  or  iatrogenic  causes  (i  e  attempted  aspiration  of  joint  effusion) 

2.  Consider  also  an  acute  joint  effusion  due  to  blunt  trauma  or  overuse  (usustty  less 
red  and  no  lever) 


SIGNS  AND  SYMPTOMS: 

1  H/O  adjacent  penetrating  trauma  or  infection 

2  Single  red.  swollen  jomt 

3  Fever 

4  Pain 


MANAQEMENT: 

1  IV  access 

2  Ertapenem  1  gm  IV/IM  QD  OR  3”  generation  Cephalosporin  Roceishin 
(ceftriaxone)  2  gm  IV  or  IM  BID 

3  *  Tylenol  (acetammophen)  1000  mg  PO  q6h  PRN  pain  If  no  response,  follow 
Pain  Management  Protocol 

4  IMMOBILIZE  THE  JOINT 


Malaria 


Slg.N_§_ANP  EYMPI9M5 

1  Prodrome  of  motase  foligue  and  myoiga  may  precede  febrile  paroxysm  by  several  (leys 
Paroxysm  charaOarired  by  abrupt  onset  c*  fever  ends  rigors  proiuaa  sweats  headache 
beciache.  myalgia,  abdominal  pan  nausea  vomiting  and  ®arrtiea  (may  be  watery  and  profuse | 
in  P  fatepnrum 

3  Intermner.t  lever  to  *40>C  1 105.Fi  Fever  may  be  near  continuous  n  P  fanapanim  malaria 
classic  •poncdicey-  «  usually  absent  Profuse  sweeting  between  febrile  paroxysms 

4  Tachycardia  orthostatic  hypotension,  tender  hepatomegaly  moderate  splenomegaly  end 
detnum  (Cerebral  matana) 

MANAGEMENT:  P.  FALCIPARUM  MALARIA 

1  '  Meiarono  (etovequone  250  mg/proguan*  100  mg)  4  tabs  d*Sy  tor  3  day*  wan  food  Oh  grve 

Mehogune  750  mg  and  than  500  mg  12  hours  taler 


j  -  OR  gn»e  Ddxycychne  100  mg  PO  bid  a  7  days  PLUS  Quinine  050  mg  PO  TID  far  3  days 
(Africa)  OR  5  days  (S  America)  OR  7-10  days  (SE  Am) 

4  '  Tylenol  i  acetaminophen  I  1000  mg  PO  q4h  PRN  fever 

MANAGEMENT:  P.  V7VAX  MALARIA 

1  *  Chfaroqune  t  gmPO  x  1  men  500  mg  deny  a  3  days  starting  6  hours  aher  tat  dose  PLUS 

primaquine  30  mg  qd  a  14  days  (MUST  nja  out  G6PO  doftaency  before  pvmg  primaquine) 


BJSPQSITtQfj: 

Prionty  evacuation 


pt$PQS|TH?N: 


URGENT  (reatmerti  and  evacuation 

2  Routine  evocuabon  for  uncompacated  cates 
and  vomeng  no  coogtvsbodnesa  of  bream  i 

3  In  P  Wax  cases  gentry  exam  vie  pattern  to  i 
return  to  M  du*y 
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Ingrown  Toenail 


Hyperthermia 


§eEQ!ftLCQMS!PERAPQM£, 

1  Typically  ceueed by  tnmm*igloene4e  me  curved  leeiwonwhieli  impinges iheUteiel  nee  tolo 

2  Olher  causes  induO#  ne4  detomwy  tight  r«r>g  snoes  ana  rottlional  deformity  <X  tow 

3  Can  occur  to  any  toa  of  Ihe  toot  but  usuaey  occur*  m  tne  tng  toa 


?Jg.N§.ANJg.?YMPI9M§: 

1  Presents  with  p*n  edema  hyperksralosi*  and  eiyttioma  of  the  lateral  nan  toto 

2  Pressure  over  me  nai  merges  increases  the  pern 

3  inltammaeofy  or  infectious  responses  ere  generally  tocafued 

4  Partial  or  complete  nail  removal » typically  indicated  «  chronic  mftemmefton/  n  led  on  weh  severe 
pain  of  both  lateral  nail  folds  espeoefy  if  the  condition  has  tested  one  month  or  greater 

MANAGEMENT: 

1  Partial  toenail  removal 

A  Cleon  the  sue  wrth  soap  water  and  Detadme 

*L_., 

B  Perform  a  digital  Clock  using  sdocana  1%  WITHOUT  EPINEPHRINE 

C  Apply  a  tourniquet  at  the  base  of  the  to# 

D  Sta briite  tee  toe  in  the  nondomnenl  hand  and  remove  the  lateral  quarter  of  the  net  toward  the 
cuSde.  using  a  sharp  scissors  with  upward  pressure 
E  Separate  the  nan  from  the  undertymg  matrix  and  grasp  it  with  a  homostilt  or  I  O' cap*  removing 
the  free  pace  by  twisting  it  toward  the  remaining  nail 

F  Curette  the  posterior  and  lateral  n*l  giooves  to  remove  any  debris 
G  Remove  the  tounxqoel  H  one  was  used 

M  Control  Meeting  with  direct  pressure  and  dry  Uia  undertying  nail  bed 

2  Bectroban  (mupeocal)  2%  onlment  to  eiposed  nisi  bed 

3  Dress  the  area  with  a  nonactoerent  dressing  loiowed  by  a  dry  stenlo  dressing 

4  Instruct  the  patient  to  wash  the  area  daly 

5  Rechecx.  wound  and  change  dressing  da*y 

6  instruct  patient  to  wear  less  constructing  shoes  and  to  tnm  their  nan  straight  across  Optimal  care  * 
to  knst  welt. mg  and  marching  tor  1-5  days 

7  Tytenoi  (aceumnophen)  1000  mg  PO  qSh  PRN  pan  If  no  response,  follow  Pan 


S  '  Systemic  anbCtodcs  are  types Sy  not  needed  n  these  procedure#  however  consider  using 
Moicdtoxaon  400  mg  po  qd  for  10  days  OR  Zdhromex  pack  if  an  infection  is  suspected  Increasing 
pom  redness  and  swehng) 


P.»SPQ5!TI9N; 


1  EvaeuaSon  is  usuafy  not  iequ*ed  if  lha  oondihon  responds  to  therapy 

2  The  n»i  bed  may  have  serous  damage  tor  several  weeks  but  wit  usually  iieal  within  2-4  weeks 
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SPECIAL  CONSIDERATIONS: 

1  Heat  stroke  is  a  life- threatening  effect  ol  hyperthermia  and  characterized  by 
altered  menial  status  and/or  the  absence  ot  sweating 

2  Mild  and  moderate  hyperthermia  can  often  be  treated  and  the  casualty  returned  lo 
duty 

j  Dehydration  accompanies  hyperthermia  due  to  sweating 
4  Suggest  that  cofloids  (Hextend,  Hespan)  be  avoided  in  favor  of  crystalloid* 


SIGNS  AND  SYMPTOMS: 

1  Warm  skm  to  touch 

2  Increased  thirst 

3  Sweating  (may  be  absent  late) 

4  Muscle  cramps 

3  Abdominal  cramps 


6  Mild-moderate  weakness 

7  Positrve  till  test 

8  Tachycardia 

9  Tachypnea 

10  Altered  mental  status 


MANAGEMENT: 

i  Place  in  cool  area,  dampen  patient's  clothes  with  water  Place  ice  packs  on  sides  of 
neck,  in  armpits,  and  In  groin  area  AVOID  SHIVERING  WHICH  WILL  RAISE  THE 
PATIENT'S  CORE  BODY  TEMPERATURE!! 


2  Increaso  oral  fluids  if  tolsratod. 

a  Use  ca rbohydrate/electrolytc  drink  mixes  for  fluid  replacement  if  available 
However,  use  a  dilute  solution  ( 1  4)  to  avoid  an  osmotic  shift  duo  to  high 
sugar /sail  load 

8  If  water  is  to  be  used  as  a  replacement  fluid,  add  reftydration  packets  if 
available 


3  If  unablo  (o  tolerate  PO  fluids,  use  normal  saline  (NS)  IV  for  rehydration  Use  an 
initial  bolus  of  1  liter  NS.  followed  by  attomptod  PO  hydration  If  unable  to  totorate 
PO  hydration  repeat  t  bier  bolus  of  NS.  2-4  liters  of  NS  may  be  required 

4  ‘  Z  of  ran  (ondansetron)  4  mg  IV  undiluted  administered  over  2-5  minules  or  IM 

BID  for  nausea  and  vomiting  or  8  mg  PO.  OR  Phenergan  25  mg  IV/IM/PO 

5  For  heat  stroke,  apply  external  ice  (if  available)  until  core  temperature  reaches  39 
degrees  C  (101  degrees  F).  Avoid  excessive  cooling  to  prevent  shivering 


P15P9S1T19N: 

t  Mi  Id  to  moderate  cases  can  be  treated  and  not  evacuated 

2  Casualties  with  heat  stroke  should  be  evacuated  lo  a  higher  level  of  care 

3  Priority  evacuation  for  sovore  hyporthermia 
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Meningitis 


SPECIAj  .CQNSjQERAIlQNg : 

t  A  life- threatening  infection  of  Ihe  meninges  I  outer  linings)  of  the  central  nervous  system 
2.  May  be  bacterial  wal  or  fungai  The  bactonai  type  may  cause  death  m  hours  even  In 
previously  healthy  young  adults  If  not  treated  aggressively  with  appropriate  antibiotics 
3  Consider  malaria  m  differential  diagnosis 


?!6.N?ANB.§YMPT9M.§: 

1  Classic  features  include 
A  Severe  headache 
B  High  fever 

C  Pain  with  any  neck  movement,  particularly  forward  flexion 
D  Altered  mental  status 
2.  May  aiso  see 
A  Photophobia 
B  Nausea  and  vomiting 
C  Malaise 
D  Seizures 

3  Positive  Brudzinski  (past  on  head  and  neck  flexion)  and  Kemig  s  (neck  pain  with  hip  and 
knee  flexion)  signs 


MANAGEMENT: 

1  If  this  diagnosis  «  suspected  treatment  should  be  initialed  immediately 

2  IV  access 


3.  *  Decadron  (dexarnemasone)  10  mg  IV  q6h  (IM  route  possible  alternative  but  prefer  IV 

route)  or  PO 

4  Ertapenem  Igm  IV/1M  QD  OR  ¥*  generation  Cephalosporin  Rocephin  iceftnaxone)  2 
am  1v  q  12  h  (IM  route  possible  alternative  but  prefer  IV  route) 

5  Tylenol  (acetaminophen)  1000  mg  PO  q6h  for  relief  of  pain  and  fever  if  able  to  lake 
POmeds  If  no  response  Mkmt  Pam  Mmiagoment  Protocol 


6  Control  ol  nausea  and  vomrting  wrth  an  anhometic  (Zofran  OR  Phenergan)  may  be 
necessary 

7  if  seizures  occur,  use  Sea ure  Protocol 

8  Moxnfloxacm  400  mg  po  xl  OR  Rocephin  250mg  IM  for  prophylaxis  for  close 
contacts 


DISPOSITION: 

t  For  simple  cases  no  evacuation  <t  necessary 
2  Pnonty  evacuation  for  ‘makgnant'  otitis  externa  signs  and  symptoms 
A  Severe  hoadache 
B  Otorrhea  (purulent  drainage  from  ear) 

C  Cranial  nerve  patsy 


Loss  of  Consciousness  (without  Seizures) 


SPECIAL  CONSIDERATfONS: 

1  T  ho  most  common  cause  of  loss  of  consciousness  (LOC)  in  healthy  adults  is 
orthostatic  hypotension  (associated  with  sudden  standing)  or  vasovagal  syncope 
(associated  with  sudden  adverse  stimulus  -  injections  are  a  common  cause) 

Z  Consider  hypoglycemia,  anaphylactic  reaction  medication,  recreational  drug  use. 
head  trauma,  and  intracranial  bleeding  in  addition  to  f  1. 


SIGNS  AND  S.YMPI9M?: 

1  Unconsciousness 

MANAGEMENT: 

1  If  no  respirations  or  pulse  follow  the  BLS  guidelines 

2  Management  of  orthostatic  hypotension  and  vasovagal  syncope  is  accomplished  by 
placing  the  patient  in  a  supine  position  and  ensunng  that  the  airway  is  open 
Patients  experiencing  these  two  disorders  should  regain  consciousness  within  a  tew 
seconds  if  they  don't,  consider  other  etiologies  and  proceed  to  the  sleps  below 

3  Place  eflher  t  tube  Giutose  15  (oral  glucose  gel)  or  contents  of  one  packet  of  sugar 
sublingually 

4  IV  access 

a _ 

Bps 

5  ‘  Narcan  (naloxone)  0  8  mg  IV  May  be  repealed  in  5  minule  intervals  to  a 
maximum  dose  of  10  mg  (Eyes  may  be  miotic ) 

6  If  no  response,  treat  for  Anaphylaxis  per  protocol 

7  Pulse  oxmetoy  monitoring 
s  Oxygen  (tf  available) 


DEPOSITION: 

1  Urgent  evacuation,  unless  loss  of  consciousness  judged  due  to  orthostatic 
hypotension  or  vasovagal  hypotension 

2  The  evacuation  package  should  include  personnel  certified  in  Advanced  Cardiac 
Life  Support  (ACLS).  and  a  transport  vehicle  with  equpment  supplies  and 
medications  necessary  for  ACLS  care 
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Otitis  Externa 


Pain  Management  Protocol 


SPECIAL  CONSIDERATIONS: 

1  infection  of  external  ear  canal 

2  Often  called  'swimmer's  ear"  and  commonly  occurs  after  repealed  head 
immersion 

3.  Ophthalmic  antibiotic  drops  are  used  to  minimize  number  of  medications  earned 
and  to  prevent  possible  Instillation  of  ear  drops  into  the  oye 


SPECJAL  CONSIDERATIONS 

1  Any  use  of  narcotic  medications  wifl  be  sedating  and  degrade  the  mission 
performance  of  patients 

2  Avoid  IM  or  SO  injections  of  narcotic  medications  due  to  the  potential  lor  delayed 
absorption 


SIGNS  AND  SYMPTOMS: 

1  Ear  pain  -  increased  by  passive  external  ear  movement 

2  Pruritis 

3  Possible  exudate  in  external  ear  canal 

4  Pain  with  movement  of  ear  is  highly  suggestive 

5  Decreased  auditory  acuity 

6  Sensation  of  fullness  and  moisture  in  ear 

7  Pain  swelling,  and  erythema  of  ear  and  penauricular  area  m  severe  cases 


$K?N$ANO  $YMPTQM$: 

Pain 

MANAGEMENT: 

1  Start  m  sequential  manner  m  order  to  maximize  pam  control  with  mission 
performance 

A  ~  TytenoMOOO  mg  PO  Q  6  H 


'  Zymar  (gatifloxacm)  -  4  gtts  m  affected  ear  q2h  wh4e  awake.  Ensure  patient 
mam  tarns  head  position  for  5  minutes  so  meds  do  not  dram  out  of  site 


If  available.  Cortisponn  Otic  drops.  5  drops  txj  -  qxf  until  symptoms  resolve 
for  48  hours 


Form  a  vnefc  from  a  stente  dry  dressing,  and  place  mto  ear  canal 

*  Tylenol  (acetaminophen)  1000  mg  PO  q6h  for  relief  of  pain  If  ineffective, 
proceed  to  Pam  Management  Protocol 


IF  NO  RESPONSE  WfTHIN  24  HOURS.  OR  IF  SIGNS  AND  SYMPTOMS 
WORSEN,  use  Moxifloxacin  400  mg  po  qd  for  10  days  OR  Zithromax  Pack 


B  Non  Steroidal  Anti-inftammalory  drugs 

I.  -K  Mobic  15  mg  po  qd  pm  pain 

II.  '  OR  Motnn  800  mg  po  q8  hrs  pm 
C  Narcotic  Medications 

I.  '  Oral  Transmucosal  Fentanyl  Citrate  800  meg  po  over  15  minutes 
(may  repeat  dose  once) 

II. *  *  Morphine  sultale  4  mg  IV  initial  dose  and  then  2  mg  IV  every  5 
minutes  up  to  10  mg  total  dose 


2  Add  Zofran  4  mg  IV  over  2-3  minutes  OR  Phenergan  25  mg  IM/IV/PO  for  Morphine 
induced  nausea  or  vomiting 


DISPOSITION: 

1  For  simple  cases,  no  evacuation  is  necessary 

2  Priority  evacuation  for  ‘mahgnanf  otitis  externa  signs  and  symptoms 

a  Severe  headache 
b  Otorrhea  (purulent  drainage  from  ear) 
c  Cranial  nerve  palsy 


DISPOSITION: 

Priority  evacuation  for  any  patients  with  narcotic  use 


39 


41 


Renal  Colic  /  Kidney  Stone 


Sepsis/Septic  Shock 


SPECIAL  CONSIDERATIONS: 

1  May  be  associated  with  preceding  lower  urinary  tract  obstruction  or  infection 

2  May  proceed  to  life-threatening  systemic  infection 


SIGNS  AND  SYMPTOMS: 

1  May  have  preceding  UTI  S/S 

2  Back  pain 

3  Flank  pain 

4  Nausea/vormting 

5  Costovertebral  angle  tenderness 

6  Fever 


MANAGEMENT: 


1.  . .  Moxifloxacin  400  mg  PO  QD  for  7  days  if  able  to  lake  PO,  OR  Zithromax 
Pack 

- 

2.  '  Ertapenem  1  gm  IV/IM  OR  3^  generation  Cephalosporin  Rocephin 
(ceftriaxone)  1  gm  BID  IV  or  IM  if  unable  lo  lake  PO  or  not  responding  to  oral 
treatment 

3.  '  Tylenol  (acetaminophen)  1000  mg  PO  q6h  PRN  pain  or  Pam  Management 
Protocol 

4  Zofran  (ondansetron)  4  mg  IV  undiluted  administered  over  2  to  5  minutes  or 
IM  BID  for  nausea  and I  or  vomiting  for  nausea  and  vomiting  OR  Phenergan  25  mg 
IM/IV/PO 

5  Force  PO  hydration 

6  IV  hydration  with  normal  saline  (NS)  at  250  ce/hr  if  unable  to  tolerate  PO  flubs 


gffig&i.  SMt&PRWJiaf®: 

1  Sepsis  is  a  form  of  severe  life-threatening  bacterial  blood  infection  caused  by  an 
overwhelming  bacterial  infection 

2  Rapid  onset  -  death  may  occur  within  4-8  hours  without  anbbiotJC  therapy 

3.  If  crystalloid  solutions  are  not  available,  the  use  of  Hextend  or  Hespan  In 
sepsis  is  acceptable  in  larger  volumes  than  typically  used  In  trauma  coses. 


SIGNS  AND  SYMPTOMS: 

1  Hypotension 
2.  Fever 

3  Tachycardia 

4  Altered  mental  status 

5  Dyspnea 

6  May  see  skin  rash  (purpura) 


WANA.GgMENT: 

t  Start  an  IV  (May  need  intraosseous  infusion  device  -  IV  may  be  hard  lo  start  in  a 
patient  with  shock ) 

2  Ertapenem  1  gm  fV  QD  OR  Rocephin  (ceftriaxone)  2  gm  IV  as  soon  as  IV  is 
started 

3  if  patient  is  hypotensive  (by  blood  pressure  measurement  or  absent  radial  pulse), 
give  2  liters  of  normal  saline  or  Ringer  s  Lactate  IV  fluid  bolus  If  normal  saline  is  not 
available,  give  1  Her  of  Hextend  or  Hespan 

4  Epinephnne  0  5  mg  (0  5ml  of  1  1  000  solution)  IM  (DO  NOT  GIVE  IV)  for 
persistent  hypotension  after  2  liter  bolus  of  NS  or  RL  or  after  1  liter  bolus  of  Hextend 
or  Hespan 

5  Repeat  2  liter  normal  saline  bolus  if  required  for  continued  hypotension,  then  titrate 
fluids  to  maintain  systolic  blood  pressure  >90  mmHg  or  palpable  radial  pulse. 

6  Watch  for  decreased  mental  status  and  be  prepared  to  manage  airway 


DISPOSITION: 

Priority  evacuation 

DISPOSITION: 

Urgent  evacuation 
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Pulmonary  Embolus 


Otitis  Media 


SPECIAL  CONSIDERATIONS: 

1 .  Usually  preceded  by  deep  venous  thrombosis  (DVT)  with  lower  leg  pam  and  a 
history  of  trauma  or  long  periods  in  sitting  positions  (e  g  aircraft  flights) 

2  Easy  to  confuse  with  heart  attack  so  treat  patient  as  having  a  myocardial 
infarction 

3.  Patient  with  this  condition  may  also  have  history  of  long  bone  or  petvtc  fracture 

4  Acute  onset  lack  of  fever  and  no  cough  differentiates  from  high  attitude 
pulmonary  edema  (HAPE)  and  pneumonia. 

5.  Lack  of  wheezing  differentiates  from  asthma 


SIQNS_AN_D_SY_MPI9MS : 

1  Shortness  of  breath 

2  Localized  chest  pam  (on  either  side) 

3.  Tachycardia 

4  T achypnea  (rapid  breattung  > 

5.  Diaphoresis  (sweating) 

6  Decreased  oxygen  saturation  on  pulse  oximetry 

7  Fun  brealh  sounds  with  no  wheezing 

8  Often  lower  extremity  pain,  swelling  and  tenderness 

MANAGEMENT: 


1  '  Aspirin  (ASA)  325  mg  -  chew  to  speed  absorption 

2.  fV  access 

3  Morphine  sulfate  4  mg  IV  Initially  then  2  mg  q5-15min  as  needed  for  pain 
relief 

4  Oxygen  (if  avaiiaWo) 

5  Pulse  oximetry  monitoring 

6  Treat  patient  using  the  Chest  Pam  Protocol 

7  If  at  altitude  greater  than  8.000  ft. .  descend  at  least  1000  ft  to  treat  for  possible 
HAPE  See  HAPS  Protocol 
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1  Infection  of  the  roiddte  ear  which  may  be  viral  or  bacterial  in  etiology 

2  increased  pressure  in  the  middle  ear  may  cause  intense  pain  and  may  result m 
rupture  of  the  tympanic  membrane  (associated  with  sudden  decrease  in  pain  and 
drainage  from  ear  canal ) 

3  The  Special  Operations  Combat  Medic  (SOCM)  typically  may  not  carry  an 
otoscope  when  deployed  in  tactical  operational  environments  Significant  ear 
pain  not  accompanied  by  pain  with  passive  movement  of  the  external  ear 
constitutes  a  presumptive  diagnosis  of  otitis  media  In  the  tactical  setting 

4  May  lo*ow  air  travel  or  ascents  in  mountainous  terrain  due  to  changes  In  ambient 
pressure 

5  If  a  patient  tias  a  history  of  being  near  a  blast  consider  a  perforated  TM 

6  Otitis  Modia  in  the  SOF  population  is likely  to  be  associated  wrth  changes  of 
atmospheric  pressure  or  a  URI 


SIGNS  AND  SYMPTOMS: 

t  Ear  pain 

2  Decreased  auditory  acuity 

3  Sensation  of  fullness  in  the  ear 

4  Often  present  in  the  setting  of  an  upper  respiratory  infection 

s  May  progress  to  rupture  of  the  tympanic  membrane  with  or  without  treatment 
fl  Erythema  and  bulgmg  of  the  tympanic  membrane  are  hallmarks  signs  of  this 
disease,  but  these  findings  are  often  not  useful  for  diagnosis  in  the  tactical 
environment 


MANAGEMENT: 


t  Moxifloxacm  400  mg  PO  QD  x  10  days  OR  Zithromax  Pack 

2  ‘  fy lenoi  (acetaminophen)  1000  mg  POq6h  for  relief  of  pam  tf  not  effective  go 

to  Pam  Management  Protocol 


DISPOSITION: 

1  For  uncomplicated  cases,  no  evacuation  is  necessary 

2  Routine  evacuation  for  complicated  cases  not  responding  to  therapy  or  involving  a 
ruptured  TM. 
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Smoke  Inhalation 


Seizures 


?£E.CijftwCj?_NSiQ£RAJJgJil9i 

1  More  common  after  closed-space  exposures  to  fire 

2  Consider  possibility  of  carbon  monoxide  (CO)  poisoning  and  need  for  hyperbaric 
oxygen  in  all  significant  cases  or  smoke  inhalation 

3.  Normal  oxygen  saturation  by  pulse  oximetry  DOES  NOT  rule  out  the  possibility  of 
CO  poisoning 

4  Consider  possibility  of  airway  bums  and  need  for  early  intubation  in  the  presence 
of  face  or  neck  burns 

5  Consider  possibility  of  other  inhaled  toxins 


SPECIAL  .CONSIDERATIONS 

1  May  be  caused  by  injury,  infection,  high  fever,  alcohol  withdrawal,  drug  use 
toxins,  and  structural  abnormalizes  of  the  central  nervous  system  (CMS) 

2  Normal  respirations  do  not  occur  dunng  generalized  convulsions 

3  Seizures  may  cause  multiple  secondary  problems  including 
A  Rhabdomyolysis 

B  Lactic  acidosis  due  to  prolonged  hypoxemia  dunng  seizure 
C  Aspiration  pneumonia  and  respiratory  distress 

4  Diazepam  rs  the  medication  selected  to  treat  seizures  in  the  tactical  setting 
because  it  comes  pre-mixed  rs  stabto  for  long  periods  at  room  temperature  and 
works  rapidly 


SIGNS  AND  SYMPTOMS: 

1  H/O  smoke  exposure 

2  Bums 

3  Coughing 

4  Respiratory  distress  (may  be  delayed  m  onset) 

MANAGEMENT: 

1  Consider  the  use  of  early  ntubation  or  cncothyroidotomy  if  significant  burns  (singed 
pares.  facial  bums,  etc.)  suspected 

2  '  Albuterol  by  metered  dose  inhaler  2  to  4  puffs  q4  to  6h 

a.  h?  Decadron  (dexamethasone)  10  mg  rv  or  IM  QD  for  two  days 

4  Apply  oxygen  if  available 

5  Limit  patient  exertion  if  possible 


PISPQSITfON; 

1  Urgent  evacuation  for  respiratory  distress 

2  Priority  evacuation  if  not  m  distress  but  ugnificant  inhalation  suspected 


SIGNS  AND  SYMPTOMS: 

1  Generalized  seizure 

2  ♦/- H/O  previous  seizures 

3  ♦/-  H/O  recent  head  trauma 

4  ♦/-  H/O  evidence  of  CNS  infection 

5  H/O  preceding  headaches 

MANAGEMENT: 

1  Avoid  trauma  to  patient  dunng  the  seizure 

2  v  Valium  (diazepam)  5- 1 0  mg  IV  (inject  no  more  than  5  mg  per  minute)  lor 
ongoing  seizures  (consider  intraosseous  (10)  access  it  needed  >  May  repeat  m  15 
minutes  for  continuing  seizures  up  lo  maximum  dose  of  30  mg 

3  '  tf  no  IV  or  IO  access,  give  10  mg  Valium  (diazepam)  IM  initially,  and  then 
repeat  q  15  min  as  needed  up  to  a  total  of  30  mg 

4  Do  not  attempt  to  force  an  object  into  the  mouth  to  open  airway 

5  Open  the  airway  as  soon  as  possible  after  seizure  subsides 

6  Pulse  oximetry  monitoring 

7  Apply  oxygen  if  available  and  oxygen  saturation  is  below  90%. 

8  if  seizures  are  accompanied  by  fever  consider  meningitis  and  treat  per  Meningitis 
Protocol 

9  Ptaco  either  1  tube  Glucose  15  (oral  glucose  gel)  or  contents  of  an  MRE  sugar 
packet  sublingually  to  treat  for  possible  hypoglycemia 

10  Be  aware  of  post  ictal  state  that  follows  seizure 

{  DISPOSITION:  Urgent  evacuation _ ] 
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Spontaneous  Pneumothorax 


Testicular  Pain 


SPECjAL.CQN§IOERATtOW§: 

1  Usually  results  from  anatomic  abnormalities  of  lung,  genetic  predisposition  or 
smoking 

2  Consider  also  artaphytaxB.  pulmonary  embolism  high  altitude  pulmonary  edema 
(HAPE)  asthma  and  pneumonia 

3.  More  common  in  tall  that  individuals 


$IGN$  AND  SYMPTOMS: 

1  Often  H/O  smoking 

2  Spontaneous  unilateral  chest  pain 

3  Dyspnea  -  typically  mild 

4  No  wheezing 

5  Decreased  breath  sounds  on  affected  side 

6  No  leg  pain  or  swelling 


MftMAQEMEWT: 

1  Pulse  oxsnetry  monitoring 

2  Oxygen  if  available  (use  oxygen  lor  ail  suspected  spontaneous  pneumothoraces  - 
may  help  speed  resolution  ) 

3  Consider  needle  decompression  for  suspected  tension  pneumothorax 

4  It  needle  decompression  allows  for  patient  xnprovemont.  foUowod  by  worsonmg  of 
condition,  consider  repeal  needlo  decompression 

5.  Descend  at  least  1000  ft  if  at  altitude  and  HAPE  is  a  possibility 

6  Monitor  respiratory  status  closely  while  waiting  for  evacuation 

7  Consider  the  need  for  decompression  for  high  attitude  evacuation 


SPECIAL  CONSIDERATIONS: 

1  The  primary  concern  In  testicular  pain  a  differentiating  testicular  torsion  from 
other  causes  of  testicular  pain 

2  Testicular  torsion  B  an  medical  emergency  requiring  urgent  correction  to  prevent 
loss  of  the  affected  testicle 

3  Other  common  causes  of  testicular  pain  include  eptdxfymltis  and  orchitis 
infections  commonly  caused  by  STDs,  as  well  as  hernias  and  testicular  masses 


SIGNS  AND  SYMPTOMS: 

Testicular  Tors kxi: 

1  Sudden  onset  testicular  pain 

2  Usuafty  associated  with  activity 

3  Associated  testicular  swelling 

4  Abnormal  poeition  or  lie  of  the  affected  testicle 

5  Symptoms  may  be  increased  by  testicular  elevation 

6.  Usuaty  associated  with  pain  induced  nausea  and  vomiting 

Epididymitis 

t  Gradual  onset  of  worsening  pain 

2  May  have  fever  and/or  dysuria 

3  Can  be  also  be  traumatic 

MANAGEMENT: 

1  If  pain  b  sudden  onset  and  the  testicle  is  tying  abnormally  in  the  scrotum,  an  attempt 
to  manual  detorse  the  tesbcle  ts  warranted 

a  A  smgle  attempt  to  rotate  the  testicle  outward  (fcfce  opening  the  pages  of  a 
book)  should  be  made 

b  If  pain  increases  1  attempt  to  rotate  the  opposite  direction  should  be  made 
c  Successful  detorsion  wdl  result  in  rebof  of  pain 
d.  If  unsuccessful,  treat  per  pam  protocol  and  evacuate 

2  Gradual  onset  pain  with  a  normal  lying  testicle 

3  T  real  per  Urinary  Tract  Infection  Protocol 

4  Treat  pain  per  Pam  Management  Protocol 


1  Urgent  evacuation  for  significant  respiratory  distress  despite  therapy 

2  Priority  evacuation  for  patients  whose  respiratory  status  is  stable 
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ES-PQSmgN 

1  For  testicular  torsion  that  cannot  be  detorsed.  Urgent  evacuation 

2  For  testicular  torsion  that  has  been  successfully  detorsed.  Prronty  evacuation 

3  For  other  causes  of  testicular  pain  treat  cause  and  consider  evacuation  if 
symptoms  persist  more  than  7  days 
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Urinary  Tract  Infection 


Subungual  Hematoma 


SPECIAL  CONSIDERATIONS: 

1  More  common  in  females 

2  More  common  in  lacteal  settings  with  dehydration  and /  or  kidney  stones 

3  Symptoms  may  be  confused  with  a  sexually  transmitted  disease  (STD) 
Azithromycin  has  been  added  to  the  treatment  regimen  to  treat  for  possible  STD 


§P£CJAkCQN$.ipgftAT!9N$; 

A  collection  of  Mood  under  a  nail  typically  occurs  after  trauma  to  flngematl  or  toenail 


SIGNS  AND  SYMPTOMS: 

1  Dysuria 

2.  Urinary  urgency  and  frequency 

3  Cloudy,  malodorous,  or  daik  urine  may  be  present 

4  Suprapubic  discomfort 


MANAGEMENT: 


1  ‘  Moxlfloxaon  400  mg  qd  x  3  days  ANO  Zithromax  (azithromycin)  1000  mg 

one  time  dose 


2  '  Tylenol  (acetaminophen)  1000  mg  q8h  PRN  pain  If  no  response  follow 
Pain  Management  Protocol 

3  If  fever,  back  pain,  flank  pam,  and/or  costovertebral  angle  tenderness  develop, 
suspect  kidney  infection  and  go  to  Flank  Pain  Protocol 

4  Force  PO  hydration 


SIGNS  AND  SYMPTOMS: 

1  Pam  from  the  affected  nail 
2.  Purplish-black  discoloration  under  the  nail 


MANAGEMENT: 

1  Decompress  the  nail  with  a  targe  gauge  needle  by  rotalmg  needle  through  the  nail 
directly  over  the  discolored  area  until  the  underlying  blood  has  been  released  and 
the  pressure  is  relieved  Make  sure  that  rt  is  introduced  info  the  affected  nail  with  a 
gentle  but  sustained  rotatmg  motion 

2.  Gentle  pressure  on  the  affected  naif  may  help  to  evacuate  more  blood 

3.  '  Tylenol  (acetammophen)  1000  mg  POq6h  for  relief  PRN  pain  If  no 
response,  follow  Patn  Management  Protocol 

4  If  a  fracture  is  suspected,  consider  taping  the  injured  finger  or  toe  to  an  adjacent  toe 
or  finger,  or  consider  splinting  the  injured  dig*  with  either  an  improvised  or  a 
commercial  splint 


PISPOSJUPM; 

1  Usually  responds  to  therapy  -  evacuation  not  required  if  If  does 

2  Routtno  evacuation  for  worsening  signs  and  symptoms 

3  Pnoniy  evacuation  for  pyelonephritis  (See  Flank  Patn  Protocol) 


PJSEftSgjQN 

E  vacuation  should  not  be  required  for  this  injury  if  the  subungal  hematoma  Is 
successfully  treated _ 
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PREFACE 


Joint  Special  Operations 
Tactical  Medical  Emergency  Protocol  Formulary: 


The  following  is  a  W  of  medications  mentioned  in  the  Tactical  Medical  Emergency  Protocols 
However,  most  of  the  TMEPs  have  a  preferred  medication  recommendation  and  then  an 
alternate  one  All  of  these  recommendations  are  listed  here 
*  The  CEB  and  RB  recognize  that  a  'one  size  fits  all*  approach  to  a  strict  formulary  is  unrealistic 
due  to  medication  availability,  mission  requirements,  etc  The  list  of  medications  is  designed  to 
guide  the  ATP  in  medication  selection 

For  specific  order  of  the  recommended  medications  and  specific  TMEP  application  of  the 
medications.  CHECK  the  specific  TIME  Protocol 
*•  Anbbiotics  Always  check  potential  drug  allergies  If  allergic  to  one  class  of  medications,  use 
a II e-mate  class  of  medications  (Cephalosporirw/Pemalllns  Tetracyclines,  Qulnolones, 
Macrolkfes) 

r  Unless  specifically  noted,  the  drug  dosages  fisted  are  for  an  adulL 
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I  Angina 
Vertigo 

t  CNS  stimulation 

<  Sleeplessness 

•  TMEP  Use 

Asthma  fReactive  Airway  Disease)  Protocol  (See  Page  12) 
Bronchitis/Pneumonia  Protocol  (See  Page  14) 

Cough  Protocol  (See  Page  20) 

<  Smoke  Inhalation  Protocol  (See  Pago  46) 

ASA  -  See  Aspirin  (See  Below) 

Aspirin  (ASA) 

•  Description  Analgesic,  antipyretic,  antWnfiammatory,  anti-platelet  effect 

•  Indications 

o  For  the  temporary  relief  of 

•  Mild  to  moderate  pan 

•  Fever 

Ml  Prophylaxis:  Reduces  the  risk  of  death  and/or  nonfatal  myocardial  infarction 
in  patients  with  a  previous  infarction  or  unstable  angina  pectoris 
Transient  Ischemic  Attacks:  Reducing  the  risk  of  recurrent  transient  ischemic 
attacks  (TIAs)  or  stroke  in  patients  who  have  transient  ischemia  of  the  brain  due 
to  fibnn  emboli 

•  Usual  Adult  Dose 

Adults  325  mg  One  or  two  tablets/capiets  with  water  May  be  repeated  every 
tour  hours  as  necessary  up  to  12  tablets/capiets  a  day  or  as  directed  by  a 
doctor 

•  Pediatnc  Dosage 

>  12  years  and  over  One  or  two  tablets/capiets  wif/i  wafer  May  be  repeated 
every  four  hours  as  necessary  up  to  12  tablets/capiets  a  day  or  as  directed  by  a 
doctor 

<  12  years  old  Do  not  give  to  children  under  12  unless  directed  by  a  doctor 

•  Contraindications 

Hypersensitivity  to  aspirin 

Hypersensitivity  to  nonsteroidal  anti-inflammatory  agents  (NSAJD) 

History  of  gastrointestinal  bleeding 

Patients  with  bleeding  disorders  (e.g  ,  hemophilia) 

Patient  age  <  12  years  old 

•  Side  Effects 

Gastrointestinal  symptoms 
Gastrointestinal  bleeding 
i  Stomach  pain 

<  Heartburn 
c  Nausea 

Vomiting 

•  Adverse  Reactions 


Benadryl  (Diphenhydramine  HCI) 

•  Description  Antihistamine  Prevents  (but  does  not  reverse)  histamine-mediated 
responses 

•  Indications 

Mild  to  moderate  allergic  symptoms  and/or  allergic  reactions 
Dystonic  reaction 

•  Adult  Dose 

25-50mglM/IV/POq.l.d  Max  dose  400mg/day 

•  Pediotnc  Dose 

o  (Children  <  12  years)  5  mg/Kg/day  in  divided  doses  q  i  d  May  be  given  PO, 

IM  or  IV 

•  Contraindications: 

«.  Asthma 

i  Pregnant  or  lactating  females 

•  Side  Effects 

e  Sedation 
c  Blurred  vision 
i  Nausea 
i  Vomiting 
i  Diarrhea 
o  Headache 

•  Adverse  Reactions 

n  Insomnia 
o  Vertigo 
<  Palpnations 
c  Dry  mouth 
o  Constipation 
«-  Dysuna 
o  Urine  retention 

•  TMEP  Use 

Allergic  Rhin4is/Hay  Fever/Cold  Like  Symptoms  Protocol  (See  Page  10) 
Anaphylactic  Reaction  Protocol  (See  Page  1 1 ) 

Btsacodyl  -  See  Dulcolax  (See  Page  A-1 1) 

Cephalexin  -  See  Keflex  (See  Page  A-17) 

Ceftriaxone  Sodium  -  Rocephin 

Cephalosporins  -  General  Antimicrobial  Spectrum 

•  1st  Generation  Gram  positive  (including  Staph  aureus):  basic  gram  negative  coverage 

Examples:  cefazokn.  cephalexin  cefadroxil 

•  2'’1  Generation  D*mmohod  Staph  aureus,  Improved  gram  negative  covorage  compared  to  t“ 
generation  some  with  anaerobic  coverage 

Examples  cefotetan,  cefoxitin  cefuroxtme 
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Acetaminophen  -  See  Tylenol  (Page  A-33) 

Acetazolamido  -  See  Diamox  (Page  A-8) 

Actlq  Lozenge  -  See  Oral  Fentanyl  (Page  A-27) 

Adrenalin  -  See  Epinephnne  (Page  A-11) 

Afrln  Nasal  Spray  (Oxymetazline  HCl) 

•  Description  Vasoconstrictor  (decongestant) 

•  Indications  Use  as  an  adjunct  to  Valsalva  maneuver  to  clear  ears  and  sinuses  dunng 
compression  and  decompression 

•  Dose  Spray  into  each  nostnl  2  times,  twice  daily  Not  to  exceed  three  conseculive 
days  due  to  rebound  congestion 

o  Note  Do  not  titt  head  backwards  while  spraying 

•  Contraindications: 

Severe  damage  to  tympanic  membrane/sinuses  from  barotrauma 

•  Side  Effects 

<  Burning 

Sneezing  and  slinging  of  nasal  mucosa 

•  Adverse  Reactions 

<  Rhinitis 

Rebound  Congestion 

•  TMEP  Use  (See  Page  24) 

Eprstaxn  Protocol 

Albutorol  Inhaler  (Ventolin,  Proventil) 

•  Description  Inhaled  beta-adrenergic  agonist,  relaxes  bronchial  smooth  muscle 

•  Indications 

Relief  of  bronchospasm 

Prevention/  treatment  of  exerose-induced  bronchospasm 

•  Adult  Dosage 

c  2  inhalations  every  4-6  hours 

Spray  4  tunes  mto  the  a*  if  using  for  the  first  t«*e  or  after  >4  weeks  of  storage 

•  Padiatnc  Dosage 

If  >4yrs  old.  t  inhalation  every  4-6  hours  may  be  sufficient 

•  Contraindications: 

Known  hypersensitivity  to  Albuterol 

•  Side  Effects 

t  Similar  in  nature  to  reaction  to  other  sympathomenetic  agents 

•  Tremor 

•  Nausea 

•  Nervousness 

•  Palpitations 

•  Adverse  reactions 

c  Hypertension 
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•  3"  Generation  Further  diminished  Staph  aureus,  further  improved  gram  negative  coverage 
compared  to  1"  and  2"’  generation  some  with  Pseudomonas  coverage  4  diminished  gram 
positive  coverage 

Examples  ceftriaxone  (see  Rocephin )  cefotaxime  cefpodoxime  cefixune.  cetopemione 

•  aT  Generation  Same  as  3*  generation  plus  coverage  agamst  Pseudomonas 

Example  cefepime 

Chioroquine  Phosphato 

•  Indications 

Maiana  due  to  P  wvw,  P  malanae,  P  ovale,  and  susceptible  strains  of  P  falciparum. 

•  Dose 

The  dosage  of  chtoroqume  phosphate  is  often  expressed  in  terms  of  equivalent  chioroquine 
base  Each  500  mg  tablet  of  chtoroqume  phosphate  contains  the  equivalent  of  300  mg 
chtoroqume  base 

•  Adult  Dose: 

•  Prophylaxis  500  njfl  (=  300  mg  base)  on  the  same  day  of  each  week  Initiate 
therapy  1-2  weeks  pnor  to  departure  to  endemic  area 

•  Dose  must  be  administered  on  same  day  of  week 

•  Continue  prophylaxis  (or  4  additional  weeks  upon  return  from  endemic  area 

•  Treatment  1  gm  po  xl  then  SOOmg  po  daily  x  3  days  starting  6  hours  after  first  dose 

•  Pediatric  Dose:  The  weekly  suppressive  dosage  is  5  mg  calculated  as  base,  per  kg  of  body 
weight,  but  should  not  exceed  the  adult  dose  regardless  of  weight 

•  Precautions  Lrvor  disease  blood  disorders,  psoriasis,  a  certain  metabolic  disease  (glucose-6- 
phosphate  dehydrogenase-G6PD  deficiency),  hearing  problems,  seizures 

•  Side  effects 

Nausea 
Vomiting 
Stomach  upset 
Cramps 

Loss  of  appetite 
Diarrhea 
Blurred  vision 

Trouble  seemg  at  night  or  problems  focusing  clearty 
Easy  bleeding  or  bruising 


•  *^^W*Wamings 

It  has  been  found  that  certain  strains  of  P  falciparum  have  become  resistant  to  chtoroqume 
and  hydroxychloroquine  Chtoroqume  resistance  is  widespread  and.  at  present.  Is 
particularly  prominent  m  various  parts  of  the  world  including  sub-Saharan  Africa  Southeast 
Asia,  the  Indian  subcontinent  and  over  large  portions  of  South  America,  including  the 
Amazon  basin' 

Before  using  chtoroqume  for  prophylaxis,  it  should  be  ascertained  whether  chioroquine  is 
appropriate  for  use  in  the  region  to  be  visited  by  the  traveler  Chioroquine  should  not  be 
used  for  ireatment  of  P  fa/erpan/m  infections  acquired  m  areas  of  Chtoroqume  resistance 
or  malana  occurring  m  patients  where  Chioroquine  prophylaxis  has  failed  Patients  infected 


<.  Interacts  with  NSAlDs.  Coumadin.  Heparin 

•  TMEP  Use 

.  Chest  Pam  of  Possible  Cardiac  Origin  Protocol  (See  Page  16) 
Deep  Venous  Thrombosis  Protocol  (See  Page  22) 
i  Pulmonary  Embolus  Protocol  (See  Page  42) 

Atovaquone  250mg/  proguanil  lOOmg  -  See  Malarone'  (See  Page  A-19) 

Avelox  -  See  Moxaftoxacln  (See  Page  A-25) 

Azithromycin  -  See  Zithromax  Z-Pak*  (See  Page  A-35) 

Bactroban  (Mupirocln  ointment  2%) 

•  Description  Topical  antibacterial 

•  Indications 

<  Impetigo 

o  Topical  Skin  Infection 

•  Adult  dose 

<  Clean  affected  area 

•  Apply  small  amount  of  anbbtobc  on  the  area  1  to  3  times1  day 
The  affected  area  may  be  covered  by  gauze  or  a  sterile  bandage 

•  Pediotnc  dose 

Safety  m  children  has  been  established  in  ages  2  to  16  yrs 
Pediotnc  dosing  hke  adult  dosing 

•  Contraindications 

Should  not  be  used  with  open  wounds 

•  Sxfe  effects 

Burning,  stinging,  pain,  itching  af  application  site 
i  Adverse  reactions 
Nausea 

•  Adverse  reactions 

c  Dry  skin 
o  Tenderness 
i  Swelling 
i  Contact  dermatitis 
Increased  exudate  (rare) 

Systemic  reactions  (rare) 

•  Preparation  procedure/  Other  notes 

<-•  For  external  use  only 
i  Avord  eyes  and  mucosal  membranes 

If  no  improvement  in  3  to  5  days,  consider  alternative  therapy 

•  TMEP  Use 

Eprstaxs  Protocol  (See  Page  24) 
i  Ingrown  Toenail  Protocol  (See  Page  34) 
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with  a  resistant  strain  of  plasmodia  as  shown  by  the  fact  that  normally  adoquato  doses 
have  faded  to  prevent  or  cure  clinical  malaria  or  parasitemia  should  bo  troated  with  another 
form  of  antimalanal  therapy 

•  Drug  Interactions 

Amptcdlin 
.Antacids 
o  Cimetldine 
Cyclosponne 
o  Kaolin 

o  Magnesium  tnsilicate 
.  TMEPUse 

I  Malaria  Protocol  (See  Page  37) 

Comblvlr 

•  TMEPUse 

HIV  Post  Exposure  Prophylara  Protocol  (See  Page  31) 

Cortisportn  Otic  Drops 
.  TMEPUse 

t  Otitis  Externa  (See  Page  39) 

Decadron  (Dexamethasone) 

•  Description  Parenteral  storoid  (glucocorticoid) 

•  Indications 

Emergency  treatment  of  AMS.  HACE.  NAPE,  when  tactical  conditions  preclude 
descent  or  acclimatization 

Use  of  Decadron  i symptoms  of  AMS,  but  does  not  speed  acclimatization 
Use  of  Decadron  does  not  preclude  the  need  for  an  emergency  descent 
(Administer  Decadron  every  6  hours  until  descent  Is  accomplished) 

■  Dosage  4 mg  IV / IM  /  PO  every  6  hours 

•  Contraindications: 

Use  caution  m  patients  with  a  history  of 

•  Diabetes 

•  Hypertension 

•  Ulcers 

•  Side  Effects 

<  Delayed  wound  healing 
r  Acno 

o  Various  skin  eruptions 

<  Edema 

•  Adverse  Effects  Usually  dose  refated 

Psychotic  behavior 
«  Congestive  Heart  Fatkire 
Hypertension 

<  Cataracts 
o  Glaucoma 
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c  Vaginal  yeast  infections 

•  Preparation  procedure/  Other  notes 

Take  on  an  empty  stomach  Meals,  dairy  products,  iron-containing  products  and 
antacids  can  impair  absorption 

Caution  patients  experiencing  CNS  symptoms  about  driving  and  operating  hazardous 
machinery  during  therapy 

Concurrent  use  of  tetracyclines  may  render  oral  contraceptives  less  effective:  use 
alternate  source  of  contraception  dunng  therapy 

•  TMEPUse 

Gastroenteritis  Protocol  (See  Page  27) 
c  Malaria  Protocol  (See  Page  37) 

Dulcolax  (Bisacodyl) 

•  Description  Stimulant  laxative 

•  Indications:  Used  to  treat  constipation  or  to  clean  out  the  intestinal  tract  before  bowel 
examinations  or  bowel  surgery 

•  Aduil  Dosage  Swallow  the  tablets  whole  with  a  full  glass  of  water  or  juice  Do  not 
crush  or  chow  the  tablets  The  tablets  should  work  withm  6  to  10  hours 

o  5  to  15  mg 

•  Pediatric  Dose 

6  to  12  years  5  mg.  taken  at  bodtime  or  In  the  morning  before  breakfast  to 
produce  evacuation  approximately  8  hours  later 

•  Contraindications 

c  Ileus 

»  intestinal  obstruction 

Acute  surgical  abdominal  conditions  like  acute  appendicitis,  acute  mflammalory 
bowel  diseases 
Severe  dehydration 

Known  hypersensitivity  to  substances  of  the  tnarytmethane  group 

•  Adverse  Reactions  Rarely  abdominal  discomfort  and  diarrhea  have  been  reported 

•  Preparation  Procodure/Other  Notes 

Tablets  have  a  special  coating  and  therefore  should  nof  bo  taken  together  with 
milk  or  antacids  Tablets  should  be  swallowed  whole  with  adequate  fluid 

•  TMEPUse 

Constipatiorvfeca!  Impaction  Protocol  (See  Page  17) 

Epinophrino  (Adrenaline) 

■  Description  Alpha  and  beta  adrenergic  sympathomimetic 

First-line  drug  for  anaphylaxis  (See  ACLS  drugs  for  cardiac  therapy) 

Causes  brocvchodaatation.  vasoconstnction,  increases  blood  pressure 
Decreases  edema/swelling  due  to  aBergic  reactons 

•  Note 

•  t  1  000  dilution  epinephrine  (1  mg  in  1  cc)  is  standard  pararescue 
issue 

•  t  10.000  dilution  ( 1  mg  In  lOcc)  a  the  standard  Cardiac'  dosage 
form  for  IV  use 
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Note  Use  of  0»amox  results  m  a  significant  alteration  in  taste  Carbonated 
beverages  will  have  seriously  altered  taste,  and  may  be  undrinkable 
Increased  fluid  intake  « required  with  use  of  Diamox  Although  Diamox  is  not  m 
the  general  drug  class  of  'diuretics’  rt  has  diuretic  effects  and  can  result  m 
serious  dehydration  unless  great  care  is  taken  to  maintain  proper  hydration 

•  Adverse  Reactions 

T ransient  myopia  (usually  resolves  w/  DC  of  drug) 
i  Urticaria 
o  Metena 
o  Hematuria 
Flaccid  paralysis 
<  Photosensitivity 
o  Convulsions 

•  TMEPUse 

Acute  Mountain  Sickness  Protocol  (See  Page  9) 

High  Altitude  Cerebral  Edema  Protocol  (See  Page  29) 

Diaxopam  •  See  Valium  (See  Page  A-33) 

Diflucan  (Fluconazole) 

•  Description  Synthetic  triazole  antifungal  agent 

•  Indications 

Vaginal  Candidiasis  (vaginal  yeast  infections  due  to  Candida) 

Oropharyngeal  and  esophageal  candidiasis 
Fungal  skin  infections 

•  Adult  Dosage 

Skin  Infection  150  mg  1  pill  per  week  x  4  weeks 

Single  Dose  Vaginal  candidiasis  The  recommended  dosage  of  fluconazole  for 
vaginal  candidiasis  a  150  mg  as  a  single  oral  dose 
Oropharyngeal  Candidiasis  The  recommended  dosage  of  fluconazole  for 
oropharyngeal  candidiasis  is  200  mg  on  the  first  day.  followed  by  100  mg  once 
daily  Clinical  evidence  of  oropharyngeal  candidiasis  generally  resolves  within 
several  days,  but  treatment  should  be  continued  lor  at  least  2  weeks  to 
decrease  the  likelihood  ot  relapse 

•  Contraindications: 

•  Hypersensitivity  to  fluconazole 

•  Side  E  fleets/ Ad  verse  Reactions 

Dermatologic 

•  Exfoliative  skin  disorders  including  Stevens-Johnson  Syndrome  and 
toxic  epidermal  necrosis 

•  TMEPUse 

Fungal  Skm  Infection  Protocol  (See  Page  26) 

Diphenhydramine  HCI  -  See  Benadryl  (See  Page  A-5) 
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For  IV  administration,  infuse  over  30  minutes 

•  Pediatnc  dose 

Not  approved  in  patients  <  18  yrs 

•  Contraindications 

Hypersensitivity  to  ertapenem 

Pemciflin  allergy  with  documented  severe  reaction  to  PCN 
Hypersensitivity  to  other  carbapenem  antibiotics 
Anaphylactic  reactions  to  other  beta-lactam  antibiotics 
IM:  hypersensnrtty  to  hdocaine  or  other  anesthetics  of  amide-type 

•  Side  effects 

«  Diarrhea 

Infused  vein  phlebifis/lhrombophiebitls 

Nausea/  vomiting 

Headache 

Vaginitis 

•  Adverse  reactions 

Seizures 

•  Preparation  procedure/  Other  notes 

Visualty  Inspect  any  solution  of  ertapenem  for  particular  matter  and  discoloration  poor 
to  use  when  possible  Solutions  range  m  color  from  colorless  to  pale  yellow  Variations 
In  color  do  not  affect  potency  of  the  drug 
.  IV  administration-  must  be  reconstituted  poor  to  administration 

•  Do  not  mix  or  co-infuse  with  other  medications 

•  Do  not  use  diluents  containing  dextrose 

•  Reconstitute  the  contents  of  a  1  gm  vial  of  ertapenem  with  10  ml  of  0.9%  NaCI, 
or  bacteriostatic  water  for  injection 

•  Shake  well  to  dissolve,  and  immediately  transfer  contents  to  50  ml  of  0  9%  NaCI 

■  Complete  infusion  within  6  hrs  of  reconstitution 

IM  administration  -  must  be  reconstituted  prior  to  administration 

■  Reconstitute  the  contents  of  a  Igm  vial  of  ertapenem  with  3.2  ml  of  1%  hdocaine 
HCI  injection  (without  epinephrine)  Shake  vial  thoroughly  to  form  solution 

•  Immediately  withdraw  the  contents  of  the  vial  and  administer  by  deep  IM 
infection  into  a  targe  muscle  mass  (such  as  the  gluteal  muscles  or  lateral  part  of 
the  thigh) 

•  Use  the  reconstituted  IM  solution  withm  1  hr  after  preparation.  DO  NOT 

ADMINISTER  THE  RECONSTITUTED  IM  SOLUTION  IV. 

•  TMEPUse 

Acute  Abdominal  Pain  Protocol  (See  Page  4) 

Bronchite/Pneumoma  (Severe)  Protocol  (See  Page  14) 

Cellulitis  Protocol  (See  Page  15) 

Joint  Infection  Protocol  (See  Page  35) 

Meningitis  Protocol  (See  Page  38) 

Renal  Colic/Kidney  Stone  Protocol  (See  Page  43) 

Sepsis/Septic  Shock  Protocol  (See  Page  45) 
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Doxycyclfne 

•  Description  Telracyclme  antibiotic 

•  Indications 

Rocky  Mountain  Spotted  Fever 
<■  Typhus 
c  0  Fever 

<  Rickettsial  Fever 
Mycoplasma  Pneumonia 

o  H  flu 

Klebsiella  respiratory  infections 

<  Psittacosis 

«  Uncomplicated  urethnta 

<  Chancroid 

«  Leptospirosis 

<  Mafena  prophylaxis 

•  Adult  dose 

100  mg  po  BID  for  a  vanable  penod  depending  on  the  diagnosis 

•  Pediatric  dose 

Generally,  should  not  be  used  m  children  <  8  yrs  (except  tor  anthrax;  unless  other  drugs 
are  not  available  or  are  contraindicated  Tetracyclines  can  Impair  bone  formation 
(reversible  with  discontinuation)  and  can  cause  permanent  tooth  discoloration 
(especially  with  long-term  use). 

■  Contraindications 

Known  allergy  to  this  drug  or  class  ot  drugs 

If  a  patient  has  an  allergy  to  another  tetracycline  proceed  with  caution  as  cross-allergy 
is  extremely  common 

Should  not  be  used  tor  streptococcal  disease  unless  organism  has  been  shown  to  be 
susceotible 

Should  not  be  used  for  any  type  of  staphylococcal  infection 

•  Side  effects 

Photoeensitrvity  (potential  for  excess tve  sunburn) 
r  Dizziness 

<  Headache 
i  Anorexia 

<  Nausea 
e  Vomiting 

c  Diarrhea  (rare) 

•  Adverse  reactions 

<  Pseudotumor  cerebn  (benign  intracranial  hypertension)  usually  manifested  as  blurred 
vision  and  headache  reversible  with  discontinuation 

Esophageal  ulcerations  (make  sure  to  dnnk  plenty  of  water  when  swallowing  capsules) 
i  Elevated  liver  transaminases 

Dermatologic  •  a  variety  of  reactions  have  been  reported,  incfedmg  Stevens- Johnson 
Syndrome 


i  Hypokalemia 
c  Hyperglycemia 
o  Carbohydrate  intolerance 

•  TMEPUse 

Acute  Head  and  Neck  infection.  Including  Epiglottitis.  Protocol  (See  Page  8) 
Acute  Mountain  Sickness  Protocol  (See  Page  9) 

Anaphylactic  Reaction  Protocol  (See  Page  1 1) 

Asthma  (Reactive  Airway  Disease)  Protocol  (See  Page  12) 

Contact  Dermatitis  (Poison  Ivy  and  Oak)  Protocol  (See  Page  18) 

High  Altitude  Cerebral  Edema  Protocol  (See  Page  29) 

High  Altitude  Pulmonary  Edema  Protocol  (See  Page  30) 

Meningitis  Protocol  (See  Page  38) 
c  Smoke  Inhalation  Protocol  (See  Page  46) 

Dexamothasone  -  See  Decadron  (See  Previous  Page  ) 

Dextrose  -  See  Glutose  (See  Page  A- 15) 

Dtamox  (Acetazolamlde) 

•  Description  Non -diuretic  antihypenensive  (carbonic  anhydrase  inhibitor) 

•  Indications  Prevention  and/or  amelioration  of  symptoms  associated  with  acule 
mountain  sickness  in  climbers  attempting  rapid  ascent  and/or  in  those  who  ore  very 
susceptfcle  to  acute  mountain  sickness  desp.ie  gradual  ascenl  For  maximum  benefit 
begin  r  eg  men  7  days  poor  to  ascent  Of  minimal  benefit  in  Rx  of  AMS,  HACE,  or 
HAPE 

•  Dose 

125-250  mg  b  i  d .  24  hours  poor  to  ascenl,  continuing  for  48  hours  after  ascent 
Prevention  and/or  amelioration  benefits  are  nominal  once  ascent  has 
commenced 

if  the  500  mg  sustained  release  tablet  is  used  dose  «  500  mg  every  24  hours 

•  Contraindications:  Sulfa  allergy 

•  Side  Effects 

Paresthesia  m  extromities 
Hearing  dysfunction/bnnitus 
o  Loss  of  appetite 
i  TasW  alterations 
i  Nausea 
i  Vomiting 
i  Diarrhea 
o  Polyuna 
i.  Drowsiness 
o  Confusion 


Warning 
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Fontanyl  -  See  Oral  Fentanyl  (So®  Page  A-27) 

Flagyl  (Metronldazolo) 

•  Description  Nitroimidazole  anttoioiic 

•  Indications 

Gastroenteritis  presumed  due  to  Giardia 

•  Adult  dose 

Amebic  Dysentery  -  750  mg  PO  TID  x  5- 10  days 

T nchomontasis  -  2  grams  PO  x  1  dose:  OR  250  mg  PO  TID  x  7  days 

Giardia  -  250  mg  PO  TID  x  5  -7  days 

Severe  anaerobe  infections  -  1  gm  IV.  the  500  mg  (V  q  6  h 

•  Pediatnc  dose 

Safety  and  efficacy  have  not  been  established,  except  tor  amebiasis  35  -  50mg/Vg  TID 
for  10  days  Newborns  exhibit  a  reduced  capacity  to  elmmata  the  drug 

•  Contraindications 

Hypersensivity  to  any  component  of  product  or  other  nrtroimid azole  derivatives 

<  Pregnancy  (first  trimester  in  patients  with  T rtchomomasis) 

Administer  with  caution  to  patients  with  CNS  diseases 

c  Use  with  caution  m  patients  with  history  of  Wood  dyscrasias 

•  Side  effects 

Disutfiram-like  reaction  including  flushing,  palpitations  tachycardia  nausea,  vomiting 
may  occur  with  concomitant  ethanol  ngestion  Refrain  from  ethanol  dunng  therapy  and 
21  to  3  days  afterward 

•  Adverse  reactions 

<  Seizures 

Peripheral  neuropathy  (numbness  or  parethesia  of  extremity) 

Patients  with  undiagnosed  candidiasis  may  present  more  prominent  symptoms  dunng 
therapy,  treat  with  candicidal  agent 

•  TMEPUse 

Gastroenteritis  Protocol  (See  Page  27) 

Fluroqulnolones  -  See  Qumolones.  Moxafloxaan  Gatifloxacin  Levotoxacin  (See  Page  A-30) 

Fluconazole  -  See  Diflucan  (See  Page  A-9) 

Gatifloxacin  0.3%  ophthalmic  liquid  (Zymar1) 

■  Description  Ocular  fluoroquinolone 

•  Indications 

•  Adult  dose 

Days  1  and  2  instill  1  drop  in  affected  eye(s)  every  2  hrs  while  awake,  up  to  8  times/day 
Days  3  to  7:  Instill  1  drop  m  affected  eyei.  s)  up  to  4  times/day  while  awake 

•  Pediatnc  dose 

Safety  and  efficacy  m  infants  <  t  year  not  established 
Pediatnc  dosing  Wre  adult  dosing 

•  Contraindications 

Hypersensitivity  to  any  component  of  product 


•  1  1 .000  epinephnne  can  be  diluted  to  the  1  10.000  form  by  putting 
1  ce  of  1  1 .000  epinephrine  ( 1  mg  epinephrine)  in  9  cc  s  of  normal 
saline  (total  volume  of  10  cc) 

•  Indications  Anaphylaxis 

Allergic  reactions  (mitd/moderate/severe) 

Asthma 

•  Adult  Dose  (Epinephrine) 

Anaphylaxis  0  3-0  5  mg  (3-5  cc  of  1  10,000  dilution)  IV  or  0.3-0  5  mg  (0.34)  5 
cc  of  1  1.000  dilution)  IM 

Allergic  reaction  0  3-0.5  mg  (0  3-0  5  cc  of  1  1 ,000  dilution)  SutoQ  or  IM 
Asthma  0  3-0  5  mg  (0  3-0  5  cc  of  1  1 .000  dilution)  SubQ  or  IM 

•  Pediatnc  Doso  0  01  mg/Kg  SubQ  or  IM  Not  to  exceed  0  5  mg 

•  Contraindications: 

1:1.000  Epinephrine  is  NOT  given  IV 

Use  caution  in  patients  with  a  history  of  heart  disease  or  over  the  age  of  40 
Do  not  inject  Epinephnne  (or  solutions  containing  Epi)  into/near  the  fingers, 
toes,  nose  ears  or  penis  intense  vasoconstriction  may  cause  necrosis 

•  Side  Effects 

Cardiac  arrhythmias 

<  Ventncuiar  Tachycardia 
Ventricular  Fibnuabon 

<  Angina 

<  Hypertension 
e  *BP 

i  Nausea 

<  Vomiting 
Vasoconstriction 

•  Adverse  Reactions 

Uncontrolled  effects  on  myocardium  &  arterial  system 

•  TMEPUse 

Anaphylactic  Reaction  Protocol  (See  Page  1 1 ) 

Asthma  (Reactive  Airway  Disease)  Protocol  (See  Page  12) 

Sepsis/ Septic  Shock  Protocol  (See  Page  45) 

Ertapenom  IV  (Invanz*) 

•  Description  Carbapenem  antibiotic 

•  Indications 

Complicated  intra-abdommal  infections 

<  Complicated  skin  infections 
;  Pneumonia 

Complicated  UTI  including  pyeionephntis 
Acute  pelvic  infections 

Drug  of  choice  for  penetrating  battlefield  trauma 

•  Adult  dose 

0  1  gm  daily 

May  be  administered  IV  up  to  14  days  or  IM  injection  for  up  to  7  days 
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•  Side  effects 

Upon  instillation.  may  cause  temporary  tXurrtng  of  vttton  or  sting  mg 
If  slinging,  burning,  or  itching  bocomes  pronounced,  or  redness.  Irritation  swelling, 
decreasing  vision  or  pain  persists  or  worsens,  decortmue  and  consider  alternative 
therapy 

Lid  margin  crusting,  white  crystalline  precipitates  and  foreign  body  sensation  in  the  eye 
have  been  reported 
t  Bad/bitter  taste  in  mouth 
i  Nausea 

•  Adverse  reactions 

Discontinue  at  first  sign  of  skin  rash  or  other  allergic  reaction 
Corneal  staining 
o  Tearing  and  photophobia 

•  Preparation  procedure/  Other  notes 

To  msWl  in  eye.  tiN  head  back ,  place  medication  in  con|undrval  sac  and  close  eye(s) 
Apply  light  finger  pressure  on  lacnmal  sac  for  1  minute  following  instillation 
T o  avoid  bottle  contamination,  do  not  touch  tip  of  container  to  any  surface  Replace  cap 
alter  use 

c  In  general,  contact  tenses  should  not  be  worn  during  therapy 

•  TMEP  Use 

Comeal  Abrasion.  Corneal  Ulcer.  Conjunctivitis  Protocol  (See  Page  19) 
c  Otis  Externa  Protocol  (See  Page  39) 

Glucose  -  See  Glutose  (See  Below) 

Glutose  (Dextrose,  glucose) 

•  Description  Carbohydrate 

•  Route  Oral 

•  Indications:  Altered  mental  status  caused  by  hypoglycemia  defined  as; 

<  AduMs 

•  Diabetics  =  fingerstck  blood  glucose  analysis  less  than  1  lOmg/dL 

•  Non-diabetics  ■  fingersticfc  blood  glucose  analysis  less  than  80mgfdL 
Children 

•  Diabetics  »  fingers t*ck  blood  glucose  analysis  less  than  90mg/dL 

•  Non -diabetics  =  fingersbck  Wood  glucose  analysis  less  than  60mg/dL 

•  Adull  Dose 

Full  lube  given  in  small  doses  <25-50  gm)  -  standing  order 

•  Pediatric  Dose 

c  0  5  gm/kg  in  small  doses  -  standing  order 

•  Drug  Action  Increases  blood  glucose  level 

•  Onset  1  minute 

■  Duration:  Depends  on  the  degree  of  hypoglycemia 

•  Precautions  Assure  gag  reflex  is  present 

•  Side  Effects: 

Aspiration 

•  Contraindications: 
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Reler  to  medical  emergencies  if  Wood  and/or  mucus  are  present  in  stool,  or 
diarrhea  is  associated  wdh  fever  (infectious  diarrhea). 

•  Dose  2  capsules  (4  mg)  first  dose,  then  1  capsule  (2  mg)  after  every  unformed  stool, 
not  to  exceed  10  mg  (5  capsules)  in  24  hours  Use  only  if  control  of  diarrhea  ts  critical 
for  continued  operations 

•  Contraindications: 

c  Acule  dysentery 

Not  for  use  in  children  <  12  y.o 

•  Side  Effects 

Abdorrunal  pain/dtttention 
c  Nausea 
i  Vomiting 

Severe  constipation 
c  Drowsiness 
l  Dizziness 

•  Adverse  Reactions  Hypersensitivity 

•  TMEP  Use 

Gastroenteritis  Protocol  (See  Page  27) 

Invanz*  -  See  Ertapeoem  IV  (See  Page  A-12) 

Keflex  (Caphalexln) 

•  Description  Broad  spectrum  bactericidal  oral  antibiotic  ( 1  *  generation  cephalosporin)  effective 
against  gram  positive  and  basic  gram  negative  organisms 

•  Indications  Infections  of  the  respiratory  tract,  gemtounnary  tract  and  soft  tissue 
Infections 

•  Adult  Dose 

250  mg  to  1  gm  PO  q  6hrs 

•  Pediatric  Dose 

6  -  12  mg/Kg  PO  q6h 

•  Contraindications 

Use  caution  m  patents  with  a  history  of  Penicillin  energy 
Allergy  to  Cephalosporin  class  of  drugs 
Hepatic  dysfunction 
o  Liver  dysfunction 

•  Side  Effects 

r  Dizziness 
i  Headache 
c  Malaise 
Nausea 
<  Vomiting 
i  Diarrhea 
o  Urticaria 

Adverse  Reaction 
i  Neutropenia 

(  EosmopMia 
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Loperamide  MCI  -  See  Imodium  (See  Page  A-16) 

Macrollde  Class  of  Antibiotics  -  See  Azithromycin  (2-Pak*)  (See  Page  A-35) 


Malarono  (Atovaquone  250mg/  proguanll  lOOmg) 

•  Description  Antimalanal 

•  Indications 

Prophylaxis  and  treatment  of  Plasmodium  falciparum  malaria 


'  There  are  pediafnc  tablets  as  well  as  adult  tablets 
Prophylaxis 

•  Start  treatment  1  or  2  days  prior  to  entering  malaria  endemic  area  and  continue 
daily  during  the  stay  and  for  7  days  alter  return 

•  1  tablet  (adull  strength)  dally 
o  Treatment 

■  4  tablets  (adult  strength,  total  daily  dose  atovaquone  1  gmr  400  mg  proguanil)  as 
a  single  daily  dose  for  3  consecutive  days 
Pediafnc  dosage 


Prevention  of  mild  to  moderate  malaria  caused  by  Plasmodium  falciparum  (including 
chloroquine-resistanl  strains)  and  P  vivax 

T reatment  of  mild  lo  moderate  malaria  caused  by  Mefloquine- susceptible  strains  of  P 
falciparum  (both  chloroqume-susceptibte  and  resistant  strains)  and  P  vivax 
Adult  dose 

Prophylaxis:  250  mg  once  weekly 

•  Initiate  therapy  1-2  weeks  pnor  to  departure  to  endemic  area 

•  Dose  must  be  administered  on  same  day  of  week 

•  Continue  prophylaxis  for  4  additional  weeks  upon  return  from  endemic  area 
Treatment  5  tablets  ( 1250  mg)  given  as  a  split  dose  taken  6-8  hours  apart 

Do  not  take  on  empty  stomach 
o  T ake  with  at  least  240  ml  <8  oz. )  glass  water 
Pediatnc  dose 

Prophylaxis 

•  Children  >  45  kg  one  250mg  tablel  should  be  taken  in  children 

•  Children  <45 kg  weekly  dose  decreases  tn  proportion  to  body  weight  (3  to  5 
mg/kg  once  weekly) 

•  30-45  kg  K  tablet 

•  >20-30  kg.  %  tablet 

•  Up  to  20  kg  %  tablet 

•  Experience  with  Mefloquine  in  infants  <3  months  or  weighing  <5mg  is 
limited 


There  are  pediatric  tablets  as  wen  as  adult  tablets 
Tablets  may  be  crushed  and  mixed  with  condensed  milk  just  pnor  to  administration  for 
those  having  difficulty  In  swallowing  tablets 
Prophylaxis  dosing  based  on  body  weight 

•  Safety  and  efficacy  for  prophylaxis  have  been  established  for  children  >  1 1kg 


Dosage  of  atovaquona/proguanit  In  prevention  of  materia  in  pediatric 
patients 

Weight  (kg) 

Atovaquone/proguanU 
total  daily  dose 

Dosage  regimen 

11  to  20 

62  5  mg/ 25  mg 

l  pediafnc  toblet  doily 

21  to  30 

125  mg/ 50  mg 

2  pedia/ric  tablets  as  a  single  daily  dose 

31  to  40 

187  5  mg/75  mg 

3 pediatnc  tablets  os  a  smgto  daily  dos 

>40 

250  mg/ 100  mg 

1  tablet  (adult  strength)  as  a  single  daily 
dose 

Treatment  dosing  based  on  body  weigh! 

•  Safety  and  efficacy  for  treatment  hove  been  established  for  children  >  5 kg 

Dosage  of  atovaquona/proguanit  In  treatment  of  malaria  In  pediatric 
patlanta _ 

Weigh!  (kg)  Alovaquono/proguanil  Dosage  regimen 
1  total  daily  dose_ I 


•  Initiate  therapy  1  week  pnor  to  departure  to  endemic  area 

•  Dose  must  bo  administered  on  same  day  of  w eek 

•  Continue  prophylaxis  for  4  additional  weeks  upon  return  from  endemic  area 
Treatment  20-25  mg/kg  for  nontmmuno  paboots 

•  Splitting  the  dose  into  2  doses  taken  6  to  9  hrs  apart  may  reduce  adverse  effects 

•  Treatment  in  children  has  been  associated  with  early  vomiting ,  if  patient  vorruts 
wiihtn  30  minutes  of  dose  and  a  significant  loss  of  drug  is  suspected  by 
inspection  of  emesis,  re-dose  patient  with  fuH  dose  if  vomrfing  occurs  within  30  to 
60  minutes,  administer  A  the  full  dose 

•  Do  not  administer  on  an  empty  stomach  and  give  with  ample  water 

•  For  very  young  patients,  dose  may  be  crushed  mixed  with  water  or  sugar  water 
and  may  be  administered  via  oral  synnge 

•  Experience  in  infants  <  3  months  or  <5  kg  is  limited 
Contraindications 

Hypersensitivity  to  related  compounds  (e  g  quinine,  qutnldine) 

Patients  with 

•  Active  depression 

•  Recent  hislory  of  depression 

•  Generalized  anxiety  disorder 

•  Psychosis 

•  Schizophrenia  or  other  major  psych  deorders 

•  History  of  convulsions 
Side  effects 

Cardiac  rhythm  disturbances 
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t  Anemia 

<  Parethesias 

<  Abdominal  cramps 
c  Skin  disorders 

•  TMEPUse 

Acute  Dental  Pain  (See  Page  7) 

Larlum  -  see  Mefloquine  (See  Page  A-20) 

Lidocaine  HCL  (Xylocaine) 

•  Description  Local  anesthestc.  See  ACLS  drugs  lor  cardiac  therapy 


•  Caution  Some  fidocame  solutions  contain  1  10.000  opinephnne  This 
causes  intense  vasoconstriction,  and  prolongs  the  duration  of  the  anesthesia  These 
solutions  are  identified  by  a  red  label  or  red  lettenng  on  Ihe  label  DO  NOT  use 

solutions  containing  epinephrine  on  or  near  the  fingers,  toes,  nose,  ears  or 
penis. 

•  Indications 

Local  anesthetic:  Sutunng.  debridement  nerve  blocks,  thoracostomy  or  other 
similar  procedures  Duration  of  anesthesia  is  30-60  minutes 
Cardiac  Use  Use  ACLS  Protocols 

•  Doso  (Local  anesthesia)  To  desired  effect  Maximum  single  adult  dose  is  4  5  mg/Kg 
or  300  mg  (15  cc's  of  the  2%  solution  contains  300  mg  fidocame) 

•  Note  1  This  is  a  different  max  dose  than  with  IV  lidocaine  lor  ACLS  use 

•  NOTE  2  2%  lidocaine  contains  20  mg  of  lidocaine  per  cc  Wubng  2% 
fidocame  1  1  with  normal  saline  gives  a  1%  solution  ( 10  mg  per  cc)  that  is 
just  as  effective  as  the  2%  solution 

•  Contraindications: 

o  2'v’  degree  3"1  degree  AV  block 
Hypotension 

Slokes-Adams  Syndrome 

•  Side  Effects 

Slurred  speech 
a  Altered  mental  status 
e  Tinnitus 
■.  Edema 

•  Adverse  Reactions 

Dermatologic  reactions 
o  Status  asthmaticus 
c  Anaphylaxis 
c  Seizures 

•  TMEP  Use 

Back  Pain  (Acute  Musculoskeletal  Severe)  Protocol  (See  Page  13) 

Cutaneous  Abscess  Protocol  (See  Page  21) 

Ingrown  Toenail  Protocol  (See  Page  34) 


Absent  gag  reflex 

Patients  wt»o  are  unable  to  protect  their  own  airway 
Patients  who  are  unable  to  swallow 

•  TMEPUse 

Acute  Behavioral  Changes  Protocol  (See  Page  6) 

Loss  of  Consciousness  (without  seizures)  Protocol  (See  Page  36) 

Seizures  Protocol  (See  Page  44) 

Hespan  (Hetastarch  In  NaCI)  Plasma  Volume  Expander  (Artificial  Colloid) 

Hextend  (Hetastarch  in  Lactated  Electrolyte  Solution) 

•  Description  Plasma  Volume  Expander  (Artificial  Colloid) 

•  Both  Hespan  and  the  newer  product  Hextend  are  artificial  conoids  and  are  used  to 
expand  the  plasma  volume  The  major  advantage  over  crystalloids  « that  those 
products  give  more  volume  expansion  for  a  longer  period  of  time  for  the  same  infused 
volume  These  products  are  not  blood  or  plasma  replacements,  they  have  no  oxygon 
carrying  capacity  and  they  have  no  coagulation  properties.  Those  products  should 
not  be  used  to  treat  dehydrated  patients. 

•  Indications  Treatment  of  shock  secondary  to  hemorrhage 

•  Dose: 

Patient  in  shock,  bleeding  not  controlled:  hold  fluid  and  control  bleeding 
Patient  in  shock  bleeding  controlled  start  500  cc  of  Hespan/Hextend  IV.  check 
for  improvement  in  BP  (titrate  to  SBP  of  85)  or  improved  mentation  Hold  further 
fluid  when  either  improvement  point  is  met 

Patient  still  in  shock  after  first  500  cc  of  Hespan/Hextend  start  second  500  cc 
bag  and  titrate  to  improvement 

Do  not  give  more  than  1  liter  (1000  cc)  of  Hespan  or  Hextend  to  any  casualty 

•  Contraindications: 

Known  bleeding  disorders  or  uncontrolled  hemorrhage 
o  CHF 

t  Renal  impairment 

Not  for  use  in  children  under  12  years 
i  Dehydration 

Use  with  caution  in  pregnancy 

•  Side  Effects 

Nausea/vomiting 
Peripheral  and  facial  edema 
c  Urticaria 
c  Flushmg  chi*s 

•  Adverse  Reactions 

<  Severe  anaphylaxis  (rare) 

Ibuprofen  -  See  Motrin  (See  Page  A-23) 

Imodium  (Loporamido  HCI) 

•  Description  Antidiarrheat  (opioid) 

•  Indications  Treatment  of  acute  diarrhea  For  use  in  acute  non-invasive  diarrhea  only 
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Exercise  caution  when  performing  activities  requinng  alertness  and  fine  motor 
coordination  such  as  driving,  piloting  operating  heavy  machinery  as  dizziness,  loss  of 
balance  have  occurred  with  Mefloquine  dunng  and  following  its  use 

•  Adverse  Reactions 

Reactions  (symptoms)  attributable  to  Mefloquine  cannot  be  distinguished  from 
symptoms  of  malaria  Due  to  long  half-fife  of  Ihe  drug,  symptoms  could  persist  for 
several  weeks  following  the  Iasi  dose 
r  Prophylaxis 

•  Vomiting  (3%) 

•  Dizziness 

•  Syncope  (fainting) 

•  Extrasystoles  (skipped  hearbeats  <1%) 

<  Treatment 

•  Dizziness,  headache 

•  Myalgia  (muscle  aches) 

•  Nausea  vomiting 

■  Fever,  chills 

•  Diarrhea 

■  Skin  rash 

■  Abdominal  pain 

•  Fatigue 

■  Loss  of  appetite 

■  Tinnitus  (ringing  m  the  ears) 

•  Preparation  procedure/  Other  notes 

Patients  given  Mefloquine  for  P  viva*  are  at  high  risk  for  relapse  and  should 
subsequently  receive  Primaquine 

There  is  insufficient  clinical  data  to  document  Mefloquine's  effect  on  malaria  caused  by 
P  ovale  or  P  melariae 

Uver  impairment  can  prolong  the  elimination  of  Mefloquine 

When  Mefloquine  is  taken  concurrently  with  oral  live  typhoid  vaccines,  attenuation  of 
immunization  cannot  be  excluded  Therefore,  complete  attenuated  oral  live  vaccinations 
at  least  3  days  before  starting  Mefloquine 

Anticonvulsant  blood  levels  <e  g  phenyiom  (Dilantin*1),  valproic  aod  [Depakote*l, 
carbamazepme  [Tegretol*]  and  phenobarbrtat)  may  be  reduced  by  Mefloquine  and 
therefore  risk  for  convulsions  may  increase  in  pationts  with  history  of  epilepsy 
Mefloquine  itself  has  also  been  associated  with  convulsions  in  the  absence  of 
anticonvulsant  treatment 

•  TMEPUse 

c  Malaria  Protocol  (See  Page  37) 

Moloxicam  -  See  Mobic  (See  A-23/Nexl  Page) 

Metronidazole  -  See  Flagyl  (See  Page  A-14) 


5  to  8 

125  mg/50  mg 

2  tablets  (pedmtnc  strength)  deity  tor  3 
consecutive  days 

9  to  10 

187  5  mg/75  mg 

3  tablets  (pediatric  strength)  daily  tor  3 
consecutive  days 

11  to  20 

250  mg'  100  mg 

1  tablet  (adult  strength)  daily  for  3 
consecutivo  days 

21  to  30 

500  mg/200  mg 

2  tablets  (adult  strength )  as  single  daily 
dose  for  3  consecutive  days 

3110  40 

750  mg/300  mg 

3  tablets  (edult  strength)  as  single  deity 
dose  for  3  consecutive  days 

>40 

1  gm/400  mg 

4  tablets  (adult  strength)  as  single  daily 
dose  for  3  consecutive  days 

■  Contraindications 

Hypersensitivity  to  atovaquone.  proguanll 

.  Prophylaxis  m  patients  with  severe  renal  impairment  (Cr  CL  <  30mL/min)  unless 
potential  benefits  outweigh  risks  of  non-treatment  (progauml  accumulates  in  severe 
renal  failure) 

•  Side  effects 

Headache 
i  Abdominal  pain 

Nausea/  vomiting/diarrhea 
c.  Dizziness 
l,  Cough  (pediatrics) 

•  Adverse  reactions 

Liver  transaminase  elevations 

Possible  association  wilh  seizures  and  psychotic  evenls  (e  g  hallucinations) 
i:  Cutaneous  reactions,  including  photosensitivity,  erythema  mutfiforme  and  Stevons- 
Johnson  syndromo 

•  Preparation  procedure/  Other  notes 

T ake  dally  dose  at  the  same  time  every  day  with  food  or  milk 
II  vomiting  occurs  within  1  hr  of  dosing  repeat  the  dose 

Treatment  has  not  been  evaluated  for  treatment  of  cerebral  malaria  or  other  severe 
manifestations  of  complicated  malana 

Absorption  may  be  reduced  m  patients  with  diarrhea  or  vomiting  May  need  to  add 
antiemetic  to  prevent  vomiting 

Include  protective  clothing,  insect  repellents  bed  nets  as  important  components  of 
malaria  prophylaxis 

l  If  a  dose  is  skipped,  lake  II  as  soon  as  possible  and  then  return  to  normal  schedule  Do 
not  double  the  next  dose 

•  TMEPUse 

Malaria  Protocol  (See  Page  37) 

Mefloquine  (Larium*) 

•  Description  antimalanal  agent 

•  indications 
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Moblc  (Meloxicam) 

•  Description  NSAID 

•  Indications 

Relief  of  the  signs  and  symptoms  of  osleoarthntrs  and  rheumatoid  arthritis 
Mild  to  moderate  pain  relief 

•  Dosage 

o  7.5  mg  or  1 5  mg  daily  The  maximum  recommended  daily  oral  dose  is  1 5  mg 

•  Contraindications 

Allergy  to  NSAID  class  of  drugs.  Aspirin 

•  Side  Effects 

o  Allergic  reaction 

Anaphylactoid  reactions  including  shoe* 

<  Face  edema 
o  Fatigue 

o  Fever 
Hot  (tushes 
t  Malaise 
i  Syncope 
t  Weight  decrease 
Weight  increase 
Dyspepsia 

•  TMEPUse 

c  Pain  Management  Protocol  (See  Page  4 1 ) 

Motrin  (Ibuprofen) 

•  Description  NSAID.  analgesic,  antipyretic 

•  Indications 

i  Mild  to  moderate  pain 
i.  Arthritis 

•  Dose 

200-800  mg  PO  t.i.d  or  q.i.d  Not  to  exceed  2400  mg/day  (800  mg  TID) 

•  Contraindications: 

Note  Should  not  be  given  to  pts  with  a  history  of  aspinn  sensitivity  or  severe 
asthma 

<  Penetrating  trauma 
Suspected  internal  bleeding 
Suspected  intracranial  bleeding 
Pregnancy 

Nursing  mothers 

•  Side  Effects 

i  Nausea 
i  Vomiting 
i  Headache 
i  Dizziness 
c  Drowsiness 

•  Adverse  Reactions 


A-23 


Moxifloxacin  (Avelox) 

•  Description:  4P  generation  quinoione 

•  Broad  spectrum  antibiotic  with  broad  anaerobic  coverage  for  PQ/IV  administration)  Inhibits 
DNA  preventmg  cellular  replication  and  division 

•  Indications 

Community-acquired  pneumonia  (CAP)  including  CAP  caused  by  mulb-drug  resistant 
Streptococcus  pneumomae’ 

Complicated  skin  and  skin  structure  infections,  including  diabetic  foot  infections 
Complicated  mtra-abdominal  infections,  including  polymicrobial  infections  such  as 

•  Dose  400  mg/day  PO/IV 

IV  infusion  should  be  over  60  minutes 
Avoid  use  with  antacids 
i:  Decrease  dose  in  renal  impairment 

Avoid  using  with  anliarrhythrmcs  -  May  cause  prolonged  QT  Interval 

•  Contraindications: 

Hypersensitivity  to  fluroqumotones 
Patients  <  18  years  old 
c  Pregnancy  and  lactation 
Uncor reeled  hypokalemia 

.  Side  Effects 

«.  Headache 
e  Nausea 
o  Diarrhea 
i  Photosensitivity 
i  Insomnia 
c  Vertigo. 

■  Adverse  Reactions. 

c  Tendon  rupture 

Use  cautiously  with  NSAJDs  due  to  increased  CNS  stimulation 
i  Prolonged  QT  interval 
Abnormal  dreams 
i.  Pseudomembranosus  colitis 

•  Preparation  procedure/  Other  notes 


Oral  antacids  decrease  absorption  of  the  Moxattoxacm  when  taken  oratty 
Visually  inspect  any  solution  of  Moxafloxacm  for  particulate  matter  and  discoloration 
poor  to  use  Solution  must  be  dear 
.  IV  administration-  must  be  reconstituted  prior  to  administration 

•  Do  not  mot  or  co-infuse  with  other  medications 

•  At  cod  temperatures  p< captation  may  occur,  which  will  re-dissdve  at  room 
temperature 

•  TMEPUse 

Acute  Head  and  Neck  infeebon.  Including  Epigtotlrts  Protocol  (See  Page  8) 
a  Bronchitis/Pneumonta  (Mild)  Protocol  (See  Pago  14) 
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Certain  types  of  chest  pain  (angina).  It  may  help  to  increase  exercise  tolerance 
and  decrease  the  frequency  of  ang.na  attacks  Use  other  medications  (e  g 
sublingual  nitroglycerin)  to  relieve  attacks  of  chest  pain 

•  Dose 

tO  mg  po.  repeat  x  1  in  8  hours  SEE  TMEP 

•  Side  Effects  Primarily  vasodilatory  in  nature  (hypotension) 


•  *^^^Waming 

Although,  in  most  patients,  the  hypotensive  effect  of  nifedipine  is  modest  and  well 
tolerated  occasional  patients  have  had  excessive  and  poorly  tolerated  hypotension 

•  TMEP  use 

i  High  Attitude  Pulmonary  Edema  Protocol  (See  Page  30) 

Ondansotron  -  See  Zofran  (See  Page  A-36) 

Oral  Fontany!  (Actiq  Lozenge) 

•  Description  Opioid  Oral  transmucosal  fentanyt  citrate 

•  Indications  Severe  battlefield  related  trauma  pam 

•  Dosage  400-800  meg 

The  blister  package  should  be  opened  with  scissors  immediately  pnor  to  product 
use  The  patient  should  place  the  ACTIO  unit  in  his  or  her  mouth  between  the 
cheek  and  lower  gum  occasionally  moving  the  drug  matnx  from  one  side  to  the 
other  using  the  handle  The  ACTIQ  unit  should  be  sucked  not  chewed  A  urvl 
dose  of  ACTIQ.  if  chewed  and  swallowed  might  result  in  lower  peal 
concentrations  and  lower  bioavailability  than  when  consumed  as  deeded 
The  ACTIQ  unit  should  be  consumed  over  a  15-mmule  period  Longer  or  shorter 
consumption  times  may  produce  less  efficacy  than  reported  m  ACTIQ  clinical 
trials  If  signs  of  excessive  opioid  effects  appear  before  the  unit  is  consumed 
the  drug  matnx  should  be  removed  from  the  patient  s  mouth  immediately  and 
future  doses  should  be  decreased 

•  Treatment  of  Overdose 

Ventilatory  support 
r  Intravenous  access 

Narcan  (naloxone)  or  another  opioid  antagonist  may  be  warranted  in  some 
instances,  but  N  is  associated  with  the  risk  of  precipitating  an  acute  withdrawal 
syndrome 

•  S*de  Effects:  The  most  serious  adverse  effects  associated  with  att  opioids  are 

Respiratory  depression  (potentially  loading  to  apnea  or  respiratory  arrest) 

Circulatory  depression 

Hypotension 

Shock 

.  All  patients  should  be  followed  for  symptoms  of  respiratory  depression 

•  TMEPUse 

Acute  Abdominal  Pain  Protocol  (See  Page  4) 

Pain  Management  Protocol  (See  Page  41) 


Drowsiness  sedation,  sleepiness 

Anticholinergic  effects  -  dry  mouth,  urinary  retention,  dry  eyes,  constipation 
Photosensitivity 
Bradycardia 
o  Urticaria. 

Sedation 

.  Respiratory  Depression 
_  Hypotension 
Chest  pain 

•  Adverse  Reactions 

Lowers  seizure  threshold 
Extrapyramidal  symptoms,  dystonia 
May  exacerbate  glaucoma 
May  exacerbate  hypertension 
Cholestatic  jaundice 
Arrhythmias 


•  Warning 

intra-artenal  in|ect»on  may  result  m  gangrene  of  the  affected  extremity 

Because  of  the  potential  for  Phenergan  to  reverse  epinephrine  s  vasopressors  effect 

epinephrine  should  NOT  be  used  to  treat  hypotension  associated  with  Phenergan 

overdose 

•  Preparation  procedure/Other  Notes 

c  Store  at  room  temperature  between  15*-25’  C  (59‘  77*  F) 
c  Protect  from  light 

i  Use  carton  to  protect  contents  from  light 

Do  not  use  if  solution  is  discolored  or  contains  a  precollate 
IV  administration  may  be  hazardous  and  is  NOT  recommendod 

•  TMEPUse 

Acute  Abdominal  Pain  Protocol  (See  Page  4) 

Acute  Mountain  Sickness  Protocol  (See  Page  9) 

:  Flank  Pam  Protocol  (See  Page  25) 
o  Gastroenteritis  Protocol  (See  Page  27) 

.  Headache  Protocol  (See  Page  28) 

HIV  Post  Exposure  Prophylaxis  Protocol  (See  Page  3t) 

Hyperthermia  Protocol  (See  Page  32) 

Meningitis  Protocol  (See  Page  38) 

Pain  Management  Protocol  (See  Page  4 1 ) 

Renal  ColcAOdney  Slones  Protocol  (See  Page  43) 

Primaquine 

•  TMEPUse 

Malaria  Protocol  (See  Page  37) 
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Ceaulitis  Protocol  (See  Page  15) 

Cutaneous  Abscess  Protocol  (See  Page  21) 
Eptstaxis  Protocol  (See  Page  24) 

Gastroenteritis  Protocol  (See  Page  27) 

Ingrown  Toenail  Protocol  (See  Page  34) 
Meningitis  Protocol  (Prophylaxis)  (See  Page  38) 
Otitis  Externa  Protocol  (See  Page  39) 

Otitis  Media  Protocol  (See  Page  40) 

Renal  Colic/Kidney  Stone  Protocol  (See  Page  43) 
Urinary  Tract  Infection  Protocol  (See  Page  50) 

Mupirocln  ointment  2%  -  See  Bactroban  (See  Page  A-4) 

Naloxone  HCI  -  See  Narcan  (See  Below) 


Narcan  (Naloxone  HCI) 

•  Description  Narcotic  antagonist 

•  Indications  Known  or  suspected  narcotic  induced  respiratory  depression 


Have  available  when  using  morphine 
Adult  Dose  0.4-2  mg  IV  Repeat  q  2-3  min/pm 

Duration  a  20-40  minutes  (<  duration  of  action  of  morphine).  Repeat  doses  of 
may  be  necessary  after  20-30  minutes 
Podtolnc  Dose  0. 01  mg/Kg  dose  IM.  IV  or  SO  q  2-3  mm 

If  initial  dose  does  not  result  in  cbmcal  response,  increase  doso  up  to  0  1  mg/Kg 
If  no  response  after  lOmg  has  been  administered,  diagnosis  of  narcotic  induced 
toxicity  should  be  questioned 
Side  Effects 

In  narcotic  dependent  patient,  withdrawal  symptoms  may  be  precipitated 
Adverse  Reactions  With  higher  than  recommended  doses 
o  Nausea 
o  Vomiting 
Tachycardia 
o  Hypertension 
o  Tremors 
TMEPUse 

Loss  of  Consciousness  (without  seizures)  Protocol  (See  Page  36) 


Nelffnavir  -  See  Viracept  (See  Page  A-34) 


Nifedipine  (Procardia) 

•  Descnption  An  anbanginal  drug  belonging  to  a  class  of  pharmacological  agents,  the 
calcium  channel  bioc*er$  It  works  by  relaxing  blood  vessels  so  blood  can  flow  more 
eas4y 

•  Indications 


Prolonged  bleeding  time 
o  Tinnitus 
o  Edema 
c  Peptic  ulcer 
TMEP  Use 

Pain  Management  Protocol  (See  Page  41 ) 


Morphine  Sulfate  (opiod) 

•  Description  Narcotic  analgesic  Alters  perception  of  pam  and  emotional  response  lo  pam 


Descnptio 


Have  Narcan  available  when  using  Morphine 
Alters  perception  5  emotional  response  to  pain 
•  Indications 

Severo  pain 

a  Pain  from  cardiac  ischemia 


•  Contraindications: 

Respiratory  depression 
i  Hypotension 
_  Head  injury 

•  Adult  Dose  4- 1 5  mg  IV/1M  slow  push  Titrate  to  response 

•  Pediatric  Dose  0  1-0  2  mg/Kg  tMAV  Do  riot  oxceed  15  mg 

•  Sale  Effects 

c  iRR 

Hypotension 
Bradycardia 
Nausea 
Vomiting 
o  Dizziness 
o  Pruntus 
c  Skin  flushing 

•  Adverse  Reactions. 

Seizures  wSh  large  doses 
c  Constipation 
Ileus 

Urinary  retention 

•  TMEPUse 

Chest  Pain  ot  Possible  Cardiac  Origin  (See  Page  16) 
Flank  Pam  Protocol  (See  Page  25) 

Pain  Management  Protocol  (See  Page  41 ) 

Pulmonary  Embolus  Protocol  (See  Page  42) 


Procardia  -  See  Nifedipine  (See  Page  A-26) 

Promethazine  HCI  -  See  Phenergan  (See  Page  A-28) 

Proventil  -  See  Albuterol  Inhaler  (See  Page  A-2) 

Pseudoephedrirte  -  See  Sudaled  (See  Page  A-31) 

Quinine 

•  TMEPUse 

Malaria  Protocol  (See  Page  37) 

Quinolones  -  General  Antimicrobial  Spectrum 

•  1st  Generation:  Gram  negative  (excluding  Pseudomonas),  unnary  trad  only 

Example  nalidixic  acid 

•  2"1  Generation.  Gram  negative  (including  Pseudomonas),  Staph  aureus  but  not 
Pneumococcus:  some  atypicats 

Examples :  ciprofloxacin,  norfloxacin,  ofloxacin 

•  3"*  Generation:  Gram  negative  (including  Pseudomonas),  gram  positive  (mdudmg  Staph 
aureus  and  Pneumococcus),  expanded  atypical  coverage 

Example  levoffoxacin 

•  4*  Generalion  Same  as  3*  generation  plus  broad  anaerobic  coverage 

Examples  gatftoxacin.  moxiffoxacin  trovafloxacin 

Ranitidine  -  See  Zantac  (See  Page  35) 

Rocephin  (Ceftriaxone  Sodium) 

•  Description  S’11  generalion  cephalosponn 

•  Broad  spectrum  bactericidal  antibiotic  for  IV/1M  use 

•  Indications  Serious  mfections  of  the  lower  respiratory  tract  (i  e  pneumonia)  unnary 
bad:  skin  infections  intra-abdominal  infections  (especially  penetrating  abdominal 
trauma),  penebating  trauma  to  the  extremities.  &  CNS  infections 

•  Contraindications: 

Use  caution  m  patents  with  a  history  of 

•  Penicillin  allergy 

•  Hepatic  dysfunction 

•  Uver  dysfunction 

•  Adult  Dose 

1-2  gm  IMflV  daily  or  in  drvided  doses  bid  .  Max  dose  4  gnVday 

•  Pediatric  Dose 

50-75  mg/Kg  given  in  divided  doses  ql2  hours,  max  dose  2  gtn/day 

•  Side  Effects 

<  Headaches 

<  Dizziness 

<  Nausea 
o  Vomiting 


Oxymetazline  HCI  -  See  Afnn  Nasal  Spray  (See  Page  A-2) 

Phenergan  | Promethazine  HCI) 

•  Description  Phenothiazine  class  An  Hi  receptor  blocking  agent  Antihistamine,  sedative, 
antimobon-sickness,  antiemetic  and  anticholinergic  effects  The  duration  of  acbon  is  generally 
from  four  lo  six  hours  The  major  side  reaction  of  this  drug  is  sedation 

■  Indications 

<  Antihistamine  for  alterges 

Anaphylactic  reactions  in  addition  to  epinephrine 
i  Nausea 
c  Vomiting 
i-'  Motion  sickness 
i  Antiemetic  therapy 

•  Adult  Dose 

c  Oral  Dose 

•  The  average  adult  dose  ts  25  mg  q  4  h 

•  Motion  Sickness  The  average  adult  dose  is  25  mg  taken  twice  daily  The  initial 
dose  should  be  taken  one-half  to  one  hour  before  antedated  travel  and  be 
repealed  8  to  12  hours  laler.  if  necessary  On  succeeding  days  of  travel,  it  is 
recommended  that  25  mg  be  given  on  arising  and  again  before  the  evening 
meal 

Parenteral  Admimsleied  by  deep  IM  injection 

•  Nausea/vomiling  12.5  mg  to  25  mg  q  4-6  h  PRN.  If  taking  narcotics  or 
barbiturates,  it  may  be  necessary  lo  reduce  doses  of  those  medications  to 
prevent  excess  somnolence 

•  Motion  Sickness  12.5  mg  to  25  mg:  peat  PRN  up  to  4  times/day 

•  Pedtatnc  Dose 

o  Oral  Dose 

•  Nausea  /  Vomiting 

•  2-12  years  old.  1  1  mg/kg  of  body  weight  Do  not  exceed  half  of  the 
suggested  adult  dose 

•  Children  <  2  years  old  Contraindicated 

•  Motion  Sickness  Contraindicated  in  children 
Parenteral  Administered  by  deep  IM  injection 

•  Nausea  /  Vomiting 

•  2- 12  years  okf  12.5  mg  to25  mgq  4-6  h  PPN  If  taking  narcotics  or 
barbitumles,  reduce  the  dose  to  1  1  mg/kg 

•  Motion  Sickness  Contraindicated  in  children 

■  Contraindications 

Subcutaneous  injection  may  result  In  tissue  necrosis 
Children  <  2  years  old 
r  Comatose  stales 

■  Arithmetics  should  not  be  used  in  vomiting  of  unknown  etiology  m  children 
c  Asthma 

•  Side  Effects 
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c  Diarrhea 

Abdominal  cramps 
o  Urticaria 
o  t  temperature 

•  Adverse  Reactions 

-  Eoslnophilia 
Thrombocyte** 

Leukopenia 
Injection  Silo 
-  Pain 

•  Induration 

•  Stenle  abscess 

■  Tissue  sloughing 

•  Phlebitis 

Thrombophlebitis  with  IV  use 

•  Preparation  procedure: 

Withdraw  lOcc  NaCI  from  a  lOOcc  bag.  Inject  lOcc  NaCi  injo  1  gm  Rocephin  vial 
M«. 

Withdraw  entire  contents  of  vial  and  inject  into  original  tOOcc  NaCi  IV  bag  Mix 
Piggyback  with  running  IV 


if  giving  tM,  reconstitute  with  1%  hdocame  WITHOUT  epinephrine 

•  TMEPUse 

Acute  Abdominal  Pain  Protocol  (See  Page  4) 

Acute  Dental  Pain  Protocol  (See  Page  7) 

Acute  Head  and  Neck  Infection.  Including  Epiglottitis,  Protocol  (See  Page  8) 
Broochitis/Pneumonia  (Severe)  Protocol  (See  Page  14) 

Cellulitis  Protocol  (See  Page  15) 

Flank  Pam  Protocol  (See  Page  25) 

Joint  Infection  Protocol  (See  Page  35) 

Meningitis  Protocol  (See  Page  38) 

Renal  Cotic/Kidney  Stone  Protocol  (See  Page  43) 

SepsiV Septic  Shock  Protocol  (See  Page  45) 

Sudafed  (Psoudoophodrine) 

•  Description  Adrenergic  class  Primary  activity  though  o-effects  on  respiratory  mucosal 
membranes  reducing  congestion,  hyperemia,  edema  and  minimal  bronchoddation 
secondary  to  8 -effects 

•  Indications: 

Nasal  decongestant 

Adjunct  m  otitis  media  with  antihistamines 

•  Adult  Dose: 

c  30-60  mg  q4-6h  PO 

•  Pediatric  Dose 

6-12  years  otd.  30  mgfdose  POq  4-6h 
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•  TMEPUse 

Comeal  Abrasion  Corneal  Ulcer,  Conjunctivitis  Protocol  (See  Page  19) 
Tetracycline  Class  of  Antibiotics  -  See  Doxycy Cline  (See  Page  A-10) 

Tylenol  (Acetaminophen) 

•  Description  Nonnarcotic  analgesic  and  antipyretic  Blocks  generation  of  pain  impulses 
in  the  CNS  by  preventing  sensitization  of  pain  receptors. 

•  Indications  Mifd  Pam  or  fever 

•  Contraindications: 

Individuals  with  hypersensitivity  to  drug 
Cautious  use  in  history  of  excess  aloohof  use 
o  Chronic  Liver  Damage 

•  Dose 

325-650  mg  PO  q  4-6  hours:  or  1  gram  PO  every  6-8  hours 

•  Side  Effects 

t  Rash 
r  Urticaria, 

•  Adverse  Reactions 

Hemofylic  anemia 
Lrver  damage 
.  TMEPUse 

Acute  Abdominal  Pain  Protocol  (See  Page  4) 

Acute  Mountain  Sickness  Protocol  (See  Page  9) 

Back  Pain  (Acule,  Musculoskeletal,  Severe)  Protocol  (See  Page  13) 
Bronchitisypneumonla  Protocol  (Sec  Page  14) 
c  Constipation/Fecal  impaction  Protocol  (See  Page  17) 

Corneal  Abrasion  Corneal  Ulcer,  Conjunctivitis  Protocol  (See  Page  19) 
Headache  Protocol  (See  Page  28) 

Ingrown  Toenail  Protocol  (See  Page  34) 
r  Joint  Infection  Protocol  (See  Page  35) 

Malaria  Protocol  (See  Page  37) 

Meningitis  Protocol  (See  Page  38) 

Otitis  Externa  Protocol  (See  Page  39) 

Otitis  Media  Protocol  (See  Page  40) 

Pain  Management  Protocol  (See  Page  41) 

Renal  Colic-'Kidney  Stone  Protocol  (See  Page  43) 

Subungual  Hematoma  Protocol  (See  Page  48) 

Unnary  Tract  infection  Protocol  (See  Page  50) 

Vallum  (Diazepam):  Benzodiazeplno 

•  Description  General  CNS  depressanl  (Anbconvufsant/sedative) 

•  Indications 

.  Acute  anxiety 
Seizures 

Status  epilepttcus 
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Z-Pak-  See  Zithromycin  (See  Below) 

Zantac  (Ranitidine) 

•  Description  H-2  blocker  .  secretion  of  stomach  acid 


•  Note  Drug  Interactions,  .absorption  of  oral  diazepam 

•  Indications: 

Gastnc  and' or  peptic  ulcers 
Upper  Gl  bleeds 

Prevention  of  stress  ulcers  in  bum  victims  or  patients  on  steroid  treatment 
Drug  of  choice  for  treatment  of  gastnc  or  peptic  ulcers 
Adjunct  m  treatment  of  urticaria  and  anaphylaxis 

•  Adult  Dosage 

50  mg  IV  or  IM  q  6-8  hours  for  ulcers,  bums,  steroid  use,  upper  Gl  bleeds 
Urticaria  or  anaphylaxis 
o  Oral  dose  150  mg  bid  tor  ulcer  urticaria 

•  Pediatric  Dose  1  5  mg/Kg  IV  x  1.  than  0. 75  mg/Kg  IV  every  12  hours 

•  Contraindications:  KnowrVsuspeded  liver  disease 

•  Side  Effects 

r  Headache 
r  Diarrhea 
i  Constipation 
i  Muscle  ache* 
r  Vertigo 
i  Malalso 
o  Dry  mouth 
i  Nausea 
o  Vomiting 

•  Adverse  Reactions 

c  Thrombocytopenia 
o  Liver  toxicity 

•  TMEPUse 

Anaphylactic  Reaction  Protocol  (See  Page  1 1 ) 

Zithromax  (Z-Pac,  Azithromycin) 

•  Description  Macrotide  antibiotic 

•  Indications: 

i  Acute  bactenal  sinusitis 
c  Mild  community  acquired  pneumonia 
Chancroid  (Genital  ulcer  disease) 

Pharyngitisrtonslllilis  as  alternative  drug  choice  to  first  line  therapy 
i  Uncomplicated  skm  infections 
Urethntis 

•  Adult  dose 


•  >12  years  of  age  4-8  mg  PO  BID  up  to  46  hours 
IV  Dose 

•  Uttle  information  available  on  dosing  m  children  <*  2  yrs 

•  2-12  years  old  and  <40  kg  single  1  mg/kg  IV  dose  over  2-5  minutes 

•  2-12  Years  and  >40  kg  4  mg  IV  over  2-5  nmutes 

•  Contraindications 

Hypersensitivity  to  any  component  of  product 

•  Side  effects 

o  Anxiety 

<  Dizziness 
Sedation/drowsiness 
Headache 
Maiaisedatigue 
Chfls/shhrering 
Constipation  or  diarrhea 

ci  Fever 
i  Prurilis 
c  Urinary  retention 
Musculoskeletal  pain 
Extrapyramidal  symptoms 
Arrhythmias 
Hypotension 
r  Chest  pain 

•  Adverse  reactions 

<  Elevated  liver  transaminases 

Rare  cases  of  hypersensitivity,  sometimes  severe  (anaphylaxis)  have  been  reported 
Syncope  (rare) 

Grand  mal  seizures  (rare) 

Bronchospasm  (rare) 
o  T ransient  blurred  vision  (rare) 

Hypokalemia  (rare) 

•  TMEPUse 

Acute  Abdominal  Pam  Protocol  (See  Page  4) 

Acute  Mountain  Sickness  Protocol  (See  Page  9) 

Flank  Pain  Protocol  (See  Page  25) 

Gastroenteritis  Protocol  (See  Page  27) 

Headache  Protocol  (See  Page  28) 

HIV  Post  Exposure  Prophylaxis  Protocol  (See  Page  31) 

Hyperthermia  Protocol  (See  Page  32) 

Meningitis  Protocol  (See  Page  38) 

Pain  Management  Protocol  (See  Page  41) 

Renal  Colic-'Kidney  Stone  Protocol  (See  Page  43) 

Zymar  -  See  Gatifloxaoo  0  3%  ophthalmic  bqu«J  (See  Page  A-14) 
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Relaxation  of  skeletal  muscle 

Drug  of  choice  for  treatment  of  convulsions  associated  with  chemical  agents  or 
organophosphates  Note  Successful  treatment  of  convulsions  from 
organophosphate  or  chemical  exposure  may  require  mass  quantities  and 
repeated  administration  of  Diazepam  (Valium) 

Has  NO  analgesic  or  anesthetic  properties 
Overdose  may  be  reversed  w /  Romazicon  (Ffumazenil) 

•  Dose 

Status  Epilepticus  5-10  mg  IV  slow  push 
Acute  anxiety  5-15  mg  IV  slow  push 
Relaxation  of  skeletal  muscle  5-1 5  mg  IV  slow  push 
Chemical  Warfare  10-15  mg  IV  slow  push 

•  Auto  injection  Diazepam  should  be  used  for  seizures  induced  by 
chemicals 

•  Contraindications: 

a  Head  injury 
O  i  BP 

Acute  narrow  angle  glaucoma 


Has  additive  effect  with  other  respiratory  depressants  (morphine 
phenergan  and  alcohol)  Be  prepared  to  perform  BLS 

•  Side  Effects: 

o  i  BP 

c  i  Respirations 

<  Drowsiness 
Venous  irritation 

o  Pam  at  Injection  site 
o  N  4  V 

•  Adverse  Reactions 

<  Bradycardia 
e  CV  collapse 
i  Amnesia 

<  Abdominal  discomfort 

•  TMEPUse 

Acute  Behavioral  Changes  Protocol  (See  Page  6) 

Back  Pam  (Acute,  Musculoskeletal  Severe)  Protocol  (See  Page  13) 
i  Seizures  Protocol  (See  Page  44) 

Vontolin  -  See  Albuterol  Inhaler  (See  Page  A-3) 

Vlracopt  (Nolflnavlr) 

•  TMEPUse 

HIV  Post  Exposure  Prophylaxis  Protocol  (See  Page  31) 

Xylocaine  -  See  Udocame  HCL  (See  Page  A-18) 


A-34 


NOTES: 


2-5  years  otd  15  mg/dose  PO  q  4-6  h 

•  Contraindications 

Hypersensitivity 
Narrow  angle  glaucoma 

•  Precautions 

c  Pregnancy 
Cardiac  disorders 
Hyperthyroidism 
Diabotes  mellrtus 
i  Prostatic  hypertrophy 
Lactation 
o  Hypertension 

•  Srde  Effects 

CNS  Tremors,  anxiety,  insomnia,  headache,  dizziness,  hallucinations,  seizures 
c  CV  Palpitations  Tachycardia.  Hypertension  Chest  Pain.  Dysrrhythmias 
EE  NT  Dry  nose,  Irritation  of  nose  and  throat 
u  Gl  Nausea,  vomiting,  anorexia,  dry  mouth 
c  GU.  dysuria 
o 

•  Other  Notes 

Do  not  use  continuously,  or  more  than  recommended  dose 
Rebound  congestion  may  occur 
.  Avoid  taking  at  bedtime,  stimulation  may  occur 

•  TMEPUse 

t  AMrgrc  Rhmitis/Hay  Fever/  Cold  Like  Symptoms  (See  Page  10) 

Tequln  -  Galiftoxacm  (No  longer  used) 

Tetracaine  .5%  Drops 

•  Descnption  Local  anesthetic 

•  indications  As  a  topical  optic  anesthetic  (may  aid  in  ocular  exam  to  refceve 
blepharospasm)  removal  of  foreign  bodies 

•  Dose 

o  1  or  2  drops  2  to  3  minutes  before  procedure 
See  appropriate  TMEP 

•  Contraindications: 

c  Not  for  prolonged  use 

•  Side  Effects 

o  Stinging 
o  Tearing 
r.  Swelling 
c  Sensitivity  to  light 

•  Adverse  Reactions 

'  Conjunctival  redness 
T ransient  eye  pain 
Hypersensitivity  reactions 
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SOOmg  as  single  dose  on  day  1  then  250mg  dally  on  days  2  through  5 

•  Podmtnc  dose  (6  months  of  age  or  older) 

Z-pac  is  not  indicated  for  children  The  oral  suspension  is  the  only  dose  approved  for 
use  in  children,  and  is  dosed  on  a  mg/kg  basts 

•  10  mg/kg  up  to  500  mg  the  first  day.  then  5  mg/kg  up  to  250  mg  for  the  next  4 
days 

•  Contraindications 

Known  allergy  to  azithromycin 
Z-pac  in  children 
Patients  receiving 

■  Astemizote  (Hismanal  -  antihistamine  taken  off  of  the  US  market) 

•  Cisapnde  (Propulsid  -  Gl  medication) 

•  Side  effects 

Generally  mild  and  reversible  upon  discontinuation  of  therapy 
Nausea,  vomiting,  diarrhea,  abdominal  pain 

•  Adverse  reactions 

l  Rare 

•  Angioedema  (swelling  of  the  larynx) 

•  Cholestatic  jaundice 
o  Hypersensitivity 

•  Fheparation  procedure/  Other  notes 

Can  be  taken  with  or  without  food 
c  Continue  regimen  for  duration  of  prescription 

•  TMEPUse 

Bronchitis/Pneumonia  (MM)  Protocol  (See  Page  14) 

CcBulitis  Protocol  (See  Page  15) 

Cutanoous  Abscess  Protocol  (See  Page  21) 

Gastroenteritis  Protocol  (See  Pago  27) 

Ingrown  Toenail  Protocol  (See  Page  34) 

Meningitis  (Prophylaxis)  Protocol  (See  Page  38) 

Otitis  Externa  Protocol  (See  Page  39) 

Otitis  Media  Protocol  (See  Page  40) 

Renal  Colic/ Kidney  Stone  Protocol  (See  Page  43) 

Urinary  Tract  Infection  Protocol  (See  Page  50) 

Zofran  (Ondansetron) 

•  Description  antiemetic 

•  indications 

t  Prevention  of  nausea  and  vomibng 

•  Adult  dose 

Oral  Dose  4  •  8  mg  PO  TID  up  to  48  hours 

IV  /  IM  Dose  4  mg  IV  over  2-5  minutes  or  4  mg  IM  injection.  TIO 

•  Pediatnc  dose 

Oral  Dose 

•  Little  information  available  on  dosing  m  children  <■  3  yrs 

•  4  -  1 1  years  of  age  4  mg  ITD  up  to  48  hours 
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